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MacLean, A. L.: Congenital Bilateral Anophthal- 
mos. Am. J. Ophth., 1929, xii, 381. 


The case reported was that of a boy seven years 
old. One of the patient’s paternal uncles had the 
same condition, but his parents and seven brothers 
and sisters were normal. The parents stated that 
the child was born normally but did not walk until 
he was four years old. His speech had always been 
defective. He did not feed or dress himself, but was 
able to make known his needs. He had an excellent 
sense of direction, a delicate sense of touch, and very 
acute hearing. A psychiatrist was of the opinion 
that he was weak mentally. He was malnourished 
and showed general under-development. His physi- 
cal standard was about that of a boy of five years. 
He had infantile ear drums, a marked epicanthus, 
and ankyloblepharon. Leste L. McCoy, M.D 


Borgeson, E. J., and Wagener, H. P.: Changes in 
the Eye in Leukemia. Am. J. M. Sc., 1929, 
clxxvii, 663. 

The authors studied the changes occurring in the 
eye in 138 cases of leukemia. Retinal lesions were 
found in 70 per cent of the acute cases, 63 per cent 
of the chronic cases, 87 per cent of the cases of the 
myelogenous type, and 34 per cent of the cases of the 
lymphatic type. 

The most common retinal picture in leukemia is 
that of engorged veins with hemorrhagic areas and 
exudates of the nodular or superficial ‘‘cotton wool’ 
type. The typical hemorrhagic area is irregularly 
rounded and has a nodular white center. A diagnosis 
of acute leukamia is usually justified when this type 
of hemorrhage predominates. In the retinitis oc- 
curring in chronic myelogenous leukemia there is a 
leucocytic infiltration into the retina and choroid 
along the veins. In all cases of leukemia there is a 
high leucocyte count with a considerable number of 
immature leucocytes in the blood. In acute leuk- 
zmia, retinal lesions are due mainly to anemia. 
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In chronic myelogenous leukawmia they are to be 
attributed to anemia and a high percentage of 
myeloblastic immature leucocytes in the blood. 
In chronic lymphatic leukemia they are due to 
anemia and possibly the presence of a high per- 
centage of immature lymphocytes in the blood. 

In myelogenous leukemia, retinal haemorrhages 
are more common than skin, subcutaneous, and 
mucous membrane hemorrhages, whereas in lym- 
phatic leukaemia the reverse is true. In some cases 
of leukemia retinal lesions may be seen as early as 
three weeks after the onset of the symptoms. In 
others, the fundus may be found normal as late as 
ten years after the beginning of the disease. 

In chronic leukaemia, death occurs much sooner 
in cases with retinal lesions than in those with 
normal fundi. In 1 case of chronic leukaemia re- 
viewed by the authors, improvement in the general 
condition and the retina followed radium treatment. 
Leukemia is relatively seldom associated with in- 
filtration of the lids and orbit or subconjunctival 
and lid ecchymoses, and it rarely affects the pupils 
or visual fields. A definite reduction in vision oc- 
curred in only 8 per cent of the cases reviewed. 

L. McCoy, M.D. 


Heckel, E. Gonococcic Purulent Conjuncti-. 
vitis: Treatment by the Exclusive Use of Iced 
Physiological Solution of Sodium Chloride. 
J. Am. M. Ass., 1929, xcii, 1582. 


In the author’s treatment of gonococcal purulent 
conjunctivitis the patient is placed in a recumbent 
position and a good sized towel wrung out of fairly 
warm water and bunched together is held against 
the side of the head close to the eye to be douched. 
A piece of cotton two or three times as large as a 
hen’s egg is then dipped into a vessel containing 
about 1 qt. of physiological sodium chloride solution 
cooled by about a dozen small pieces of ice and 
squeezed out over the eye from a height of about 
3 in. This treatment is continued for about two 
minutes or until the cedema of the lids has subsided. 
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The eye is then opened and the douching continued 
over the everted lids and exposed cornea for from 
eight to ten minutes. After the douching, ice pads 
are applied continuously over the closed lids. 

The douching is repeated every six hours, day and 
night, and smears are made daily for bacteriological 
examination. ‘The eyes are usually restored to 
normal at the end of from forty-eight to seventy- 
two hours. Lesiie L. McCoy, M.D. 


Newton, H. F.: The Effect of Ultraviolet Light on 
Corneal Tuberculosis in Rabbits. Arch. Surg., 
1929, Xvili, 1542. 

In experiments on rabbits in which he injected 
cultures of virulent tubercle bacilli into the cornea, 
Newton found that when ultraviolet light treatment 
of the cornea was given before the appearance of 
macroscopic lesions the cornea was sterilized and 
remained clear. ‘Treatment of the cornea with the 
ultraviolet light after the appearance of macroscopic 
lesions resulted only in increased vascularity and 
infiltration. Irradiation of the body of the rabbit 
had no effect upon the local condition. All of the 
results were checked by microscopic examination. 

SAMUEL A. Durr, M.D. 


Yudkin, A. M.: The Formation of the Aqueous 
Humor: Its Relation to Intra-Ocular and Vas- 
cular Pressures. Arch. Ophth., 1929, i, 435. 


The determination of the origin of the aqueous 
humor requires a comparison of the composition of 
the various fluids involved and a consideration of 
the forces by which the ocular fluid is produced. 

The results of analysis show a striking resem- 
blance between the composition of the aqueous 
humor, the blood, and the spinal fluid. As the 
action of miotics on the ciliary body and its proc- 
esses is vascular and not glandular and as the 
ciliary body is not glandular histologically, the 
author believes it is necessary to discover some other 
explanation of the formation of the intra-ocular 
fluid. Leber concluded that the intra-ocular fluid is 
produced in the ciliary processes by physical filtra- 
tion. More recently, Duke-Elder and others have 
advanced the theory that the unequal distribution 
of the ions in the serum and aqueous is characteris- 
tic of a membrane equilibrium. 

The findings of modern research indicate that the 
intra-ocular fluid is derived from the blood stream 
by the same forces as those responsible for other 
fluids in the tissues. Vircit Wescort, M.D. 


Knapp, A.: Metastatic Carcinoma of the Ciliary 
Body: Report of a Case. Arch. Ophth., 1920, i, 604. 


A woman sixty-eight years old presented a growth 
in the temporal side of the right eye which pushed 
the iris away from its peripheral attachment. The 
tumor was gray and very vascular. It measured 
10 by 3.5 mm. 

Eight years previously the patient had had her 
left breast removed for adenocarcinoma and after 
the operation was given deep X-ray therapy. 


The eye was enucleated. Section showed a meta- 
static carcinoma of the ciliary body. Roentgeno- 
grams of the chest made at that time showed a small 
pleural effusion, possibly due to a metastasis. The 
mediastinum was clear. 

About fifteen months after the removal of the 
eye the patient died from massive metastases in the 
left side of the chest and elsewhere. 

SAMUEL A. Durr, M.D. 


Morsman, L. W.: The Retrolental Space. Arch. 
Ophth., 1929, i, 594. 

The older textbooks describe the lens as being 
embedded in the fossa patellaris of the vitreous, 
with no space between the two, but biomicroscopy 
has shown the presence of a definite postlental 
space about 1 mm. deep and filled with aqueous. 
The author describes the technique for observation 
of this space in detail. 

The pathology of the retrolental space is that of 
the aqueous, but inflammatory signs appear first 
and are more numerous in the space. Morsman 
urges that a study of the retrolental space be made 
in all cases of uveitis, especially when sympathetic 
disease is suspected. He cites illustrative cases. 

SAMUEL A. Durr, M.D. 


Walker, C. B.: The Time Element in Quantitative 
Perimetry. Arch. Surg., 1929, xviii, 1036. 

The author describus his tangent screen with 
which it is possible to take quantitative visual fields 
more rapidly than with a standard perimeter. He 
discusses its use in a large clinic and reports illus- 
trative cases. SaMuEL A. Durr, M.D. 


Hughes, W. L.: Angioid Streaks of the Fundus 
Oculi. Arch. Ophth., 1929, i, 551. 


Angioid streaks of the fundus oculi are of two main 
types. The first type is characterized by pigmented 
spots, usually intermittent and arranged in rows 
overlying vessels of rather large caliber, apparently 
part of the choroidal circulation. The second type 
shows an irregular peripapillary ring of pigment from 
which offshoots extend toward the equator, dimin- 
ishing in size and in an intricate branching arrange- 
ment. The author reports a case of the latter type 
in detail, giving the findings of examination with the 
slit lamp and contact glass. 

The article contains also an extensive review of 
the literature. SAMUEL A. Durr, M.D. 


Pines, N.: Sclerosis of the Retinal Vessels. Brit. J. 
Ophth., 1929, xiii, 97, 161, 225. 

As they penetrate the lamina cribrosa the retinal 
vessels pass through narrow and hard channels. The 
latter predispose them to trauma. ‘Trauma favors 
pathological changes in the intima and media and 
these changes favor thrombosis. 

The blood vessels themselves are foreign bodies 
in the central nervous system (Weigert) and as such 
they are surrounded by connective tissue which 
sometimes is visible even in the normal eye. This 
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tissue about an artery, the “‘perivascularis,” is often 
sufficiently hard to crush, deflect, or ‘‘bank”’ a vein 
where the latter is crossed by the artery. On the 
nerve head just within the cribriform fascia the vein 
cannot give way as easily as in the retina proper. 
The arterial perivascular tissue is therefore the cause 
of the injury of veins on and close to the disk, and 
the first to show evidence of sclerosis. 

By the use of a certain fine technique, a more or 
less dense membrane covering the disk and corre- 
sponding to the membrana limitans interna can be 
demonstrated. This is called the ‘‘membrana limi- 
tans glix superficialis.”” It fuses with the perivas- 
cular tissue, and at the points of fusion is thicker 
and more rigid. As the vessels on the disk are 
pressed between the lamina and this membrane, 
there is an anatomical region favoring vessel injury 
on the disk proper. When the arteries become 
sclerotic, this is a factor of great importance. 

The white lines on the optic disk may not indicate 
sclerosis; they may be normal supporting tissue. 

Vessels on the retina proper may be tortuous 
normally. Under pathological conditions the con- 
tour of the vessel is oedematous, appearing as if 
covered with a veil or a thin layer of water. 

The author believes that the white streak in the 
center of the larger vessels is due to the perivas- 
cular connective tissue. Th venous pulse in the eye 
he attributes primarily to the close communication 
with the sinus cavernosus. - 

In the second portion of the article, Pines deals 
with the evidences of vascular disease found in the 
retina proper. ‘To understand, differentiate, and 
evaluate these evidences the general vascular condi- 
tion must be known. Pines divides the cases roughly 
into those of involutionary arteriosclerosis and those 
of essential hyperpiesis. He emphasizes that even 
- when both the systolic and the diastolic blood pres- 
sure are low, advanced sclerosis of the retinal ves- 
sels may be present, and that when the blood pres- 
sure is high, the vessels of the retina may be only 
slightly altered. He states that involutionary arte- 
riosclerosis does not attack the retinal and cerebral 
vessels until much later or not at all, but that essen- 
tial hyperpiesis will alter the retinal and therefore 
also the cerebral vessels at an early age, quickly and 
permanently. 

The first evidence of the change is loss of trans- 
lucency of the walls of the vessels. Where an artery 
crosses a vein the blood column of the lower vessel 
is interrupted just before and just after the crossing. 
Usually, together with this change, there is a loss 
of the normal rosy appearance of the artery. This 
is due to the sclerosis of the arterial wall which in- 
terferes with the visibility of the blood volume. In 
essential hyperpiesis it is nearly always found with 
loss of translucency. 

Dotting of the light reflex on a vessel wall is seen 
too early to be explained on the basis of hyaline 
spots. It may be caused by spasm of the muscularis 
media together with histological changes in the 
arterial wall. 
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Immediately after the loss of translucency of the 
vessels, white lines appear at the vessel crossings. 
These are formed by the sclerotic perivascular 
tissue, which is thicker at the crossings. Depend- 
ing on the thickness and hardness of this tissue 
and the resistance present on the other side of the 
vein, the vein will be merely pressed upon, 
banked, crushed, or deflected, or its blood column 
will be impeded. The contracting of the scar 
tissue in the perivascular tissue, especially where it 
is re-inforced at vessel crossings, causes vessels to 
be pulled out of their course, crushed, or inter- 
rupted. 

The author discusses also tortuosity and general 
narrowing of the vessels, silver-wire arteries, changes 
in the lumina of the vessels, the arterial pulse, 
arteriovenous compression, centrifugal and cen- 
tripetal deflection, aneurisms, and retinal hemor- 
rhages. He says that often one particular spot of 
a vessel is more attacked than other parts. Most 
of the manifestations of sclerosis are local—not rep- 
resented to the same degree throughout the fundus. 
When once formed, these vascular changes never 
disappear. The blood pressure may become normal, 
but the perivascular and vascular wall changes 
remain. 

According to the findings in the author’s cases, a 
true aneurism may be seen on the retinal vessels. 
It is generally of the miliary type. In the case of 
veins it is found by dilatation of a venule with 
obstruction of the blood stream, and in the case of 
arteries by interference with the nutrition of the 
vessels. The danger of rupture is not great. 

Atheroma is seen more frequently in combination 
with essential hyperpiesis than with ordinary invo- 
lutionary sclerosis. The chief cause of haemorrhage 
is fragility of the arterial wall (calcification). The 
blood pressure is only a secondary factor. 

In the third part of the article the author dis- 
cusses in detail the changes in syphilis, atheroma, 
diabetes, and nephrosclerosis. He states that syphilis 
per se does not especially attack the retinal vessels, 
but if arterial hypertension is also present the 
sclerotic changes are well marked and advanced, as 
in similar cases of essential hyperpiesis. 

With regard to diabetes, Pines states that the . 
retinal vessels are attacked even when the condition 
is mild, but probably only to the same degree as 
the vessels in other parts of the body. Constant, 
frequently repeated, and careful supervision of the 
urine, blood pressure, and retin is necessary in 
every case of diabetes, whether the condition is 
treated by purely dietetic measures or by insulin. 
Aggravation of the retinal changes, hemorrhages, 
and especially oedema are often combined with a 
rise in the blood pressure and lowering of the spe- 
cific gravity of the urine. 

In conclusion, Pines reviews his discussion of the 
important réle played by the perivascular tissue in 
vascular changes and the ease with which these 
changes may be recognized in the background of the 
eye. Tuomas D. ALLEN, M.D. 
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Moore, R. F., and Scott, R. S.: A Clinical and 
Pathological Report of Bilateral Glioma Reti- 
nz. Proc. Roy. Soc. Med., Lond., 1929, xxii, 951. 


The authors report two cases of bilateral glioma 
retine. The patients were children two years and 
six months old respectively. In the first case both 
eyes were removed. In the second case only uni- 
lateral enucleation was done as the parents refused 
to allow a bilateral operation. 

The authors believe that when removal of the eye 
is not permitted the best results are obtained by the 
introduction of radium over the site of the growth 
between the sclera and choroid. 

Vircit Wescott, M.D. 


EAR 


Pitman, L. K.: The Open Eustachian Tube. Arch. 


Otolaryngol., 1929, ix, 494. 


The author calls attention to the facts that the 
middle ear is aerated when the eustachian tube is 
opened during deglutition and phonation and that 
the incidence of aural infection increases in the 
presence of nasopharyngeal disease. Because of 
these facts the middle ear is subjected to greater 
danger of infection when the tube is kept constantly 
open. As a cause of constant patency of the tube 
Pitman cites the hypertrophied tonsil which, by 
its upward pressure, tends to elevate the levator 
palati muscle, thus pushing the alar cartilage back- 
ward, upward, and inward. 

Grorce R. McAvuuirr, M.D. 


Richards, L.: Mastoiditis in Acute Nutritional 
Disturbance. Arch. Surg., 1920, xviii, 1774. 


In an investigation of the conditions of the ears 
of 100 babies suffering from acute nutritional dis- 
turbances the author found one or both drums open 
in 44 Cases, a group in which the mortality was 66 
per cent. In 12 cases a single or double mastoidec- 
tomy was done with 9 deaths. 

In Richards’ opinion, local aural infection is not 
such an important etiological factor in acute nutri- 
tional disease as has been frequently assumed. 

Grorce R. McAuttrr, M.D. 


Horgan, J. B.: Delayed Zygcmatic Mastoiditis. 
J. Laryngol. & Otol., 1929, xliv, 309. 


The author thinks it justifiable to assume that 
delay in its appearance is a clinical peculiarity of 
zygomatic mastoiditis. There are three possible ex- 
planations of this delay. 

The first is that the spread of the infection along 
the connecting link of cells between the zygoma cells 
and those of the mastoid proper, while not discernible 
at the time of operation, may nevertheless continue 
in a desultory manner until it reaches the terminal 
and larger cells in the zygoma or squama, the subse- 
quent course of events being then determined by the 
bodily resistance or some other factor. 

The second explanation is that, as suggested by 
Heine, the infection may creep from the epitympanic 
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recess into the spongiosa between the two layers of 
compact bone forming the roof of the external 
meatus at a comparatively late period of the disease 
and invade the zygoma from there. In Holmgren’s 
opinion, zygomatic or squama cells originating from 
the recessus and without direct communication 
with the antrum may be present. 

As a third explanation, the author suggests that, 
having reached the region of the glenoid fossa by 
way of the glaserian fissure, the infection may, after 
a variable interval, give rise to symptoms which 
would have a clinical resemblance to those resulting 
from a zygomatic abscess which had broken out in 
front of the zygoma root. The possibility of the 
spread of infection by this route is evident when it is 
remembered that the postero-internal attachment 
of the capsule of the mandibular joint above is 
anterolateral to the glaserian fissure, and that the 
latter is pervious to the tympanic branches of the 
internal maxillary artery, lodges the slender process 
of the malleus, and transmits the chorda tympani 
nerve from the tympanum by the canal of Hugier. 
It is readily apparent, therefore, that an infection 
passing through this fissure may cause trismus and 
give rise to an abscess beneath, in, or superficial to, 
the temporal muscle, and that, because of the rela- 
tive relaxation of the surrounding tissues, it may 
take time to develop or at least to become manifest. 

James C. Braswe tt, M.D. 


Stewart, J. P.: Acute Purulent Meningitis of Aural 
Origin. J. Laryngol. & Otol., 1929, xliv, 225. 

Jenkins, G. J.: Some Points in the Treatment of 
Meningitis. J. Laryngol. & Otol., 1929, xliv, 239. 

Layton, T. B.: Otitic Meningism. J. Laryngol. & 


Olol., 1929, xliv, 246. 
Davis, E. D. D.: Otitic Meningitis: Its Morbid 


Anatomy, Prevention, and Early Diagnosis. 
J. Laryngol & Otol., 1929, «liv, 249. 

STEWART reviews 114 cases Of acute purulent 
meningitis following middle ear disease. In 69 per 
cent the condition followed the chronic type and in 
31 per cent the acute type of suppurative otitis 
media. The most common organism was the strep- 
tococcus. In 92 per cent of the cases bacteria were 
found in the fluid obtained by spinal puncture. The 
diagnosis was based on the general appearance of the 
patient and his early uneasiness, the temperature 
and pulse chart, the physical findings, and the find- 
ings of examination of the spinal fluid. The treat- 
ment consisted in operation supplemented by chemi- 
cal therapy. While many drugs have proved inefiec- 
tive, the author has found the daily intravenous in- 
jection of 50 c. cm. of a 10 per cent sodium-chloride 
solution of value. Drainage is established most 
satisfactorily through the internal auditory meatus. 
When continuous drainage is not employed, frequent 
lumbar puncture is sound treatment. Of the 114 
patients whose cases are reviewed, 8 recovered. 

JENKINS discusses: (1) a method of washing out 
the subarachnoid space in cases of septic meningitis 
secondary to infection of the ear; (2) the importance 
of maintaining positive pressure of the cerebro- 
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spinal fluid when operating on a septic region com- 
municating with the subarachnoid space; and (3) 
the operative treatment indicated when cerebro- 
spinal fluid is leaking from the region of the ear. 

After doing a lumbar puncture and performing 
the superior and inferior labyrinthotomy operations, 
Jenkins makes an opening into the internal auditory 
meatus. When the flow of fluid has been established, 
he runs a modified Locke’s solution and especially 
prepared iodoform through the lumbar puncture 
needle. To stop late leakage of the cerebrospinal 
fluid from the region of the ear he performs a plastic 
operation, placing over the leak a large flap of the 
temporal and sternomastoid muscles. 

Layton objects to the term “‘meningism”’ as he 
believes that in ear cases the meningeal involvement 
should be regarded as a true meningitis. In such a 
condition lumbar puncture is contra-indicated as it 
may cause the organisms to be sucked down to the 
region of the foramen magnum, thus distributing 
the infection and reducing the chances of recovery. 

Davis states that because of the passage of nerves 
and vessels through the petrous bone, otitic menin- 
gitis is usually basal and the suppuration is found in 
the basal cisterne and posterior fossa. Persistence 
of pain, headache, and fever after a mastoid opera- 
tion requires careful investigation. Re-opening of 
the mastoid may be necessary as unopened deep 
retrofacial or zygomatic cells may contain pus. In 
some cases, a lateral sinus infection or thrombosis 
may be the source of the infection. When such in- 
fection is found, drainage must be established 
through the labyrinth or the posterior fossa, depend- 
ing upon the line of the infection. The cerebrospinal 
fluid should always be examined when the slightest 
suspicion of an intracranial infection arises. The 
author has never regretted early drainage of the 
meninges. He believes that the same success 
should be obtained in the surgery of the meninges 
as is now obtained from prompt treatment in general 
peritonitis. GeorcE R. McAuuirr, M.D. 


NECK 


Ashhurst, A. P. C.: Ludwig’s Angina. Arch. Surg., 
1929, XVlii, 2047. 


Ashhurst regards Ludwig’s angina as a clinical 
entity—a septic cellulitis of the floor of the mouth 
and the neck. The disease was originally described 
in 1836 by Ludwig who reported five cases, three of 
which were fatal. Ludwig defined the condition as 
an inflammation of the cellular tissues which begins 
around the submaxillary gland, invades the neck and 
floor of the mouth, and terminates in death in ten or 
twelve days or gradual recovery. He summarized 
its characteristics as an insignificant inflammation 
of the throat which soon subsides, a peculiar wooden 
hardness of the cellular tissues, a hard swelling under 
the tongue, a callous swelling on the inner border of 
the mandible, a well-defined border of hard oedema 
in the neck, and absence of disease of the glands in 
spite of the involvement of the surrounding tissues. 
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The author describes the condition as an acute in- 
flammatory process involving the cellular tissues of 
the floor of the mouth and the submaxillary region 
of one or both sides of the neck—a true cellulitis to 
be distinguished from lymphangitis and lympha- 
denitis. He states that the lymph nodes and sub- 
maxillary and sublingual salivary glands may be 
involved secondarily. The cellulitis may begin in 
either the sublingual or the submaxillary cervical 
tissues. 

Lymphangitis and lymphadenitis always arise 
from surface lesions in the skin or mucous mem- 
brane, whereas cellulitis is due to infection arising in 
the cellular tissues themselves and spreading by di- 
rect continuity instead of by way of the lymphatics. 

Ashhurst reports eighteen cases of true Ludwig’s 
angina treated at the Episcopal Hospital, Philadel- 
phia, since 1905. In eleven, the condition was due 
to tooth infection; in one, to an infection of the 
tongue; and in six to an unknown cause. Thirteen 
of the patients recovered and five died. 

The author describes the routes by which pus may 
escape from an infected tooth and infection may 
spread in the neck by fascial plane extension. The 
communication between the sublingual and sub- 
maxillary regions at the posterior portion of the 
mylohyoid and the relationship of the carotid 
sheath are described on the basis of dissections and 
injections of dye. 

Following the diagnosis of Ludwig’s angina, a 
small submental midline incision should be made 
and through-and-through drainage established by 
means of arubber tube through the floor of the mouth 
behind the symphysis. A second incision 4 or 5 cm. 
long should be made anteroposteriorly, well below 
the angle of the jaw but through only the skin and 
platysma. The submaxillary space should then be 
traversed by blunt forceps, the floor of the mouth 
perforated, and rubber tube drainage established 
through this opening. Hot moist dressings and fre- 
quent irrigations are indicated. 

FRANK B. Berry, M.D. 


Figi, F. A.: Radium in the Treatment of Multi- 
locular Lymph Cysts of the Neck in Children. 
Am. J. Roentgenol., 1929, xxi, 473. 


Of thirteen cases of cystic hygroma in infants seen’ 
at the Mayo Clinic in the period from 1918 to 1927 
inclusive, excision was considered advisable in only 
one. In the remaining twelve cases radium was 
used. Radium irradiation causes no pain and prac- 
tically no mortality. It frequently causes complete 
disappearance of the tumor without scarring. Its 
principal disadvantage is that the treatment must 
be repeated at intervals of two or three months over 
a long period of time. 

In the cases reviewed the dosage ranged from 
3,000 to 7,000 mgm.-hrs. per treatment with a screen 
of 2 mm. of lead and a distance of 2.5 cm. It was 
applied directly over the tumor. The total number 
of applications varied from one to nine, and the 
average number was four. Three of the patients are 
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well, one has only a small nodule remaining, and 
two show marked improvement. Seven patients 
died from acute infection in the tumor. In some of 
the acute infections radium was employed without 
causing any apparent aggravation of the condition. 
Experience indicates that the use of radium has no 
bearing upon the likelihood of acute infections or 
the clinical course of an infection already present. 
The author concludes that radium is of definite 
value in the treatment of multilocular lymph cysts 
in children. A. James Larkin, M.D. 


Wilson, G. E.: The Nature of the So-Called Micro- 
capillaries of the Thyroid Gland and Other 
Secreting Epithelia. Anat. Record, 1929, xlii, 243. 


To determine the nature and occurrence of the 
minute interweaving tubules found by Williamson 
in the epithelium of the thyroid gland and other 
epithelial structures, Wilson studied 665 specimens 
of epithelial tissue, including 527 thyroids. He dis- 
covered the canaliculi with considerable frequency 
in hyperplastic thyroid tissue of all types, including 
fetal thyroids, but not in normal adult glands. In 
general, their frequency and prominence were par- 
allel with the degree of hyperplasia present. They 
were found most commonly in acini having the 
tallest, most active epithelial cells. Procedures 
which bring about involution of the thyroid, such 
as the administration of iodine or exposure to the 
X-rays, cause them to disappear. Morphologically 
identical structures were found in various other 
structures examined, such as the bile ducts, liver, 
stomach, intestines, salivary glands, kidneys, pan- 
creas, prostate, uterus, and bronchi. In these organs 
also the canaliculi seemed to bear a relationship to 
the activity of the tissue or cell. 

On the basis of these studies, Wilson concludes 
that the microcapillaries are nothing more than the 
terminal bars of the secreting epithelia. He believes 
that they are thickenings or condensations of the 
intercellular cement substance which surround the 
cells in a vast interlacing network, and that their 
appearance is due to a change in the physicochem- 
ical balance of a group of cells due possibly to varia- 
tions in physiological or metabolic activity. They 
are always solid intercellular structures, never dis- 
playing the appearance of a lumen. 

Leo M. Zimmerman, M.D. 


Ginsburg, S.: Thyrotoxicosis in Childhood: Early 
Diagnosis and Radium Therapy. Am. J. Dis. 
Child., 1929, xxxvii, 923. 

The author states that thyrotoxicosis in childhood 
is not so rare as was formerly believed. The symp- 
toms are essentially the same as those in the adult 
except that in the child the movements, though 
purposeful and coordinated, are more frequently 
choreiform. Ginsburg reports a number of cases in 
which excellent results were obtained from radium 
therapy. In one case radium caused improvement 
after thyroidectomy had failed. 

Ear e I. GREENE, M.D. 


Groover, T. A., Christie, A. C., Merritt, E. A., Coe, 
F.O., and McPeak, E. M.: Roentgen Irradiation 
in the Treatment of Hyperthyroidism. J. Am. 
M. Ass., 1929, xcii, 1730. 

This article is based on 305 cases of hyperthyroid- 
ism in which all of the requisites for determining the 
efficacy of roentgen therapy were reasonably well 
met. Brief mention is made of the general manage- 
ment of the cases and the radiation technique that 
was used. On the basis of the clinical signs and 
symptoms and the metabolic rate, 37 of the cases 
were Classified as being mild, 157 as moderate, and 
III as severe. 

The results, predicated on observations extending 
over a period of years, indicated that a cure was ob- 
tained in 271 cases, improvement in 26, and no im- 
provement in 8. Those cases were considered cured 
in which there was disappearance of the signs and 
symptoms of the thyroid intoxication with restora- 
tion of the normal metabolism even though there 
may not have been complete disappearance of the 
by-effects of the intoxication. One of the most reli- 
able criteria for judging the progress of improve- 
ment was a gain in weight. 

The average length of time before improvement 
began was approximately two months, and the 
average duration of treatment was less than five 
months. There were only 4 recurrences. These 
developed after one, two, four, and five years re- 
spectively. 

In the 34 cases in which the roentgen treatment 
did not effect a cure the failure was due largely to 
overwhelming toxicity, serious cardiovascular or 
other visceral changes, or non-coéperation on the 
part of the patient or attending physician. In a few 
cases hypothyroidism and telangiectasis were noted 
as sequelx of the irradiation. 

In conclusion the authors state that while the 
data presented do not justify a dogmatic conclusion 
with respect to the value of roentgen irradiation in 
the treatment of hyperthyroidism, they appear to 
indicate clearly that this form of treatment is worthy 
of consideration. Apotpu Hartune, M.D. 


New, G. B.: Two-Stage Thyrotomy in Cases Con- 
sidered Bad Risks. Arch. Otolaryngol., 1920, ix, 
538. 


One of the fundamental principles of present-day 
surgery is conservation of the patient’s strength. 
This is of particular importance in the case of the 
patient who presents a bad risk. The operative 
mortality in thyrotomy for epithelioma of the 
larynx is extremely low; when death occurs, the pa- 
tient usually presented a bad surgical risk because 
of advanced age or disease. In cases of bad surgical 
risk the two-stage thyrotomy is indicated as it is 
followed by less postoperative reaction than the 
one-stage operation. 

During the last four years, thyrotomy has been 
performed at the Mayo Clinic for epithelioma of the 
larynx in twenty-three cases without an operative 
death. 
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Postoperative reaction following thyrotomy is due 
to infection of the tissues of the neck from the 
tracheal secretions, and trachitis, bronchitis, and 
bronchopneumonia. The ordinary patient in ex- 
cellent health is usually able to withstand these 
conditions, but patients who present a bad risk 
because of their age or respiratory or cardiac disease 
are better guarded against such reactions by the 
two-stage operation. The operation employed by 
Newisas follows: 

The median line of the neck extending from above 
the hyoid bone to just below the cricoid cartilage is 
infiltrated with 0.5 per cent procaine. The infiltra- 
tion is carried down about the hyoid bone and 
laterally to the thyroid cartilage. The median-line 
incision is then made, the hyoid bone is divided, 
and the ends are retracted laterally by means of 
sharp retractors. This procedure allows the larynx 
to come up into the wound, thereby affording better 
exposure. ‘The muscles are removed from the an- 
terior portion of the larynx down to the cricoid 
cartilage and the wound is closed with a dermal 
suture. Four days later the resulting clean wound 
is infected by making a small opening into the 
cricothyroid membrane or removing a disk from 
the cricoid cartilage. A small tracheal tube may be 
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inserted, if necessary, to maintain the opening. The 
patient becomes accustomed to the infection from 
the trachea, and the trachea becomes accustomed 
to the air passing directly into it. 

A few days later, usually four, the second stage 
of the operation is done. Under block paravertebral 
anesthesia, the wound is freed by means of the 
index finger and the divided ends of the hyoid bone 
are retracted. The upper end of the thyroid cartilage 
is then picked up by a small, sharp, pointed forceps 
and divided by means of asaw. The cricoid cartilage 
is not divided. The thyrohyoid membrane is par- 
tially divided in the median line in order to obtain 
better exposure. The laryngeal growth is removed 
by dissection or diathermy, depending on the type 
and extent of the growth. Bleeding is controlled by 
catgut sutures, the thyrohyoid membrane is ap- 
proximated, and the muscles are sutured anteriorly 
to the thyroid cartilage. A split rubber tube is 


placed at the lower end of the wound down to the 
thyroid cartilage and left in place for forty-eight 
hours in order to prevent surgical emphysema. 

This type of operation is followed by little reac- 
tion as the patient has become accustomed in stages 
to the tracheal infection in the soft tissues of the 
neck and to the tracheal opening. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cobb, S.: The Cerebral Circulation. VIII. A Quan- 
titative Study of the Capillaries in the Hippo- 
campus. Arch. Surg., 1929, xviii, 1200. 


Cobb reports the findings of a study of the size 
of the capillary bed in the hippocampus of the 
rabbit. With the animals alive and under general 
anexsthesia a 2 per cent solution of Berlin blue was 
injected into the upper aorta at a uniform known 
pressure. The animals probably died within from 
five to ten seconds after the solution began to flow. 
On completion of the injection the brains were 
fixed in formalin and embedded in celloidin. Sec- 
tions 20 micra thick were then cut. The sections 
were stained lightly with a 1 per cent solution of 
carmalum and the capillaries counted through a 
square-ruled disk micrometer in a Zeiss ocular No. 
2 with a Zeiss objective ‘“appochromat 4 mm.” 
Each of the small squares measured 25 micra on a 
side, and twenty-five small squares were used. 
Therefore each capillary count was made on a cube 
of tissue measuring 125 by 125 micra and contain- 
ing 312,000 cubic micra or 1/3,200 of a cubic milli- 
meter. Multiplying the count in one square by 
3,200 gave the count for a cubic millimeter, and 
division of the final figure by 1,000 gave the results 
in millimeters of capillary length per cubic milli- 
meter of brain substance. 

It is possible that the injections were not always 
complete and that there may have been some varia- 
tion as the result of shrinkage, but such errors as 
occurred must have been fairly uniform. 

The author found that the cellular layers have 
more capillaries than the white layers, and that the 
cellular areas differ among themselves. The average 
capillary length per cubic millimeter in the lamina 
pyramidalis was about 680 mm., whereas among the 
granular cells of the dentate gyrus the average was 
400 mm. per cubic millimeter. In the stratum radia- 
tum, a fibrous layer, the average length of capillaries 
per cubic millimeter was about 300 mm. 

The relative differences found between the capil- 
laries in different layers are in accord with the findings 
of other investigators. It is of interest that the size 
of the capillary bed is small as compared with that 
in areas of equal size in striated muscle. 

Leo M. Davinorr, M.D. 


Bagley, C., Jr.: The Grouping and Treatment of 
Acute Cerebral Traumata. Arch. Surg., 1920, 
xvili, 1078. 

The author attempts to classify the acute cerebral 
traumata according to both clinical and postmortem 
observations. He stresses, as did Dowman in a pre- 
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vious article, the importance of accurate classifica- 
tion before the type of treatment is determined. 

He divides the cases into seven groups, the first 
two according to the skull injury and the remaining 
five according to the amount and location of blood 
within the cranial cavity. The chief characteristics 
and appropriate treatment are as follows: 

Group 1, simple depressed fractures. The signs 
and symptoms vary greatly, depending upon the 
extent of the injury. The treatment is elevation of 
the depression and replacement of the fragments 
after recovery from the shock of the injury. 

Group 2, compound fractures. The diagnosis is 
simple. Early operation is essential, both to relieve 
the pressure and to prevent infection. 

Group 3, extradural hemorrhage. The signs and 
symptoms are those of increased intracranial pres- 
sure appearing early or after a lucid interval of 
varying length. Focal signs result if the blood is 
localized over a cortical center. The treatment con- 
sists of early evacuation. This is usually accom- 
plished through a subtemporal decompression. 

Group 4, blood overlying the cortex. The symp- 
toms depend upon whether the clot is localized and 
whether the blood is mixed with the cerebrospinal 
fluid. If there is a clot, the treatment is the same as 
in cases of Group 3. If the blood is mixed with the 
spinal fluid, irritation rather than pressure results. 
Repeated spinal drainage is indicated. At times, 
subtemporal decompression is necessary in addition. 

Group 5, cortical injuries. The lacerations may 
necessitate exposure and removal of blood clots. 
Diffuse extravasations result in a prolonged serious 
course with delirium. Exploration may be indicated 
if the course is unfavorable. When clots form, they 
should be evacuated if they are localized and 
removable. 

Group .6, extravasations in the vein of Galen 
system. These are infrequent lesions characterized 
by an increase in the temperature, pulse, and 
respirations, spasticity, low pressure, and only a 
moderate change in consciousness. The treatment 
is conservative and symptomatic. 

Group 7, hemorrhage of the brain stem. The 
symptoms are similar to those in cases of Group 6, 
but the spinal pressure is increased and the fluid is 
bloody. The treatment is conservative. 

ALBERT S. Crawrorp, M.D. 


Rand, C. W.: The Significance of a Dilated Pupil 
on the Homolateral Hemiplegic Side in Cases 
of Intracranial Hemorrhage Following Head 
Injuries; Report of Seven Cases. Arch. Surg., 
1929, xviii, 1176. 


The author reports seven cases of serious cerebral 
injury followed by unilateral hemiplegia, dilatation 
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of one pupil, typical altered reflexes, and pathologi- 
cal toe signs. In every case the dilated pupil was on 
the same side as the hemiplegia. In three of the five 
cases which were operated upon, a bilateral explora- 
tion was done, and in two, the side opposite the 
hemiplegia and dilated pupil was explored. All but 
one of the patients died. In every fatal case, autopsy 
revealed a large hematoma on the same side of the 
brain as the dilated pupil. ‘Lhe dilated pupil was 
therefore a more reliable indicator of the side of the 
lesion than the hemiplegia. 

In a brief review of the literature, Rand states 
that dilatation of one pupil with homolateral cere- 
bral haemorrhage was described by Macewen in 1887. 
Cushing has called attention to the significance of 
the unilateral dilated pupil, and more recently Hol- 
man and Scott, Vance, Catrer, Butler, and Mennin- 
ger have emphasized it on the basis of large series of 
cases. ALBERT S. CRAWForD, M.D. 


Boyd, D.: Post-Traumatic Headache Treated by 
the Spinal Insufflation of Air. Arch. Surg., 1929, 
xviii, 1626. 

Stimulated by Penfield’s report of seven cases of 
posttraumatic headache successfully treated by lum- 
bar air insufflation, Boyd carried out this treatment 
in a series of ten cases. In seven of the latter it was 
followed by definite improvement, but in three it 
failed to give relief. 

The failures led Boyd to conclude that cases with 
progressive cerebral disease and cases with neuroses 
or a psychoneurosis should not be treated by this 
method, and that in no case should air. insufflation 
be used until all other more conservative measures 
have been tried. Lro M. Daviporr, M.D. 


Pancoast, H. K., and Fay, T.: Encephalography: 
Roentgenological and Clinical Considerations 
for Its Use. Am. J. Roentgenol., 1929, xxi, 421. 


The authors review the present status of our 
knowledge regarding encephalography, describe the 
anatomy sufficiently to explain the pathways taken 
by fluid and air under normal and pathological 
conditions, and _ discuss intracranial hydrody- 
namics, the indications and contra-indications for 
encephalography, the clinical and roentgenographic 
technique for the procedure and the mortality. 

They show the cerebrospinal fluid pathway with 
diagrams and roentgenograms, explain the mecha- 
nism of the deformities produced by lesions at dif- 
ferent points, and describe the appearance of the 
deformities in the encephalogram. 

For the study of lesions which are definitely supra- 
tentorial and do not obstruct the aqueduct of Sylvius 
or the outlets from the fourth ventricle (foramina of 
Magendie and Luscha), the authors consider en- 
cephalograms preferable to ventriculograms. They 
regard encephalography as invaluable in the diag- 
nosis of cases in which obscure symptoms arise in 
association with trauma, inflammation, or senility 
and for the study of the changes underlying epilepsy, 
hemorrhage, brain tumor, hemiplegia, birth in- 
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juries, and cerebral manifestations Jof uncertain 
origin. 

Contra-indications to encephalography are based 
mainly on the fact that intraventricular increased 
pressure, in which communication between some 
part or all of the ventricular system and the sub- 
arachnoid space has been interrupted, causes hernia- 
tion of the cerebellum into the foramen magnum 
when the pressure from below has been reduced by 
the withdrawal of fluid from the spinal canal. 

According to the statistics from a number of 
clinics, the mortality of encephalography is less than 
2 per cent. The only conceivable condition in which 
the procedure, if properly performed in the absence 
of contra-indications, might be a primary cause of 
catastrophe, is the occasional case in which relief 
of pressure causes rupture of a pathological blood 
vessel coursing through a supratentorial glioma. 

Eric OLDBERG, M.D. 


Putnam, T. J.: Separation of the Growth-Promot- 
ing Hormone from That Inducing Premature 
strus in the Anterior Pituitary Gland. Arch. 
Surg., 1929, xviii, 1699. 

Putnam, who has had a wide experience in the 
experimental use of extracts of the anterior lobe of 
the pituitary gland, found that the powdered in- 
soluble residue remaining after the extraction of 
fresh beef anterior lobe with mild alkalies, acids, 
alcohol, and acetone is capable of producing prema- 
ture oestrus when implanted intraperitoneally in 
young rats and mice. ‘The injection of the alkaline 
extract, on the other hand, while it stimulated 
growth, not only failed to accelerate oestrus, but 
stimulated corpus luteum tissue. 

The author therefore concludes that at least two 
chemically distinct hormones are present in the an- 
terior lobe and may be separated by means of the 
extractives mentioned. — Leo M. Daviporr, M.D. 


Putnam, T. J.; Benedict, E. B., and Teel, H. M.: 
Studies in Acromegaly. VIII. Experimental 
Canine Acromegaly Produced by the Injection 
of Anterior Lobe Pituitary Extract. Arch. Surg., 
1929, xviii, 1798. 

In a few respects the acromegaly produced by the 
authors in a dog differed from the spontaneous 
variety of the condition occurring in man. ‘The 
thyroid, for example, was distinctly hyperplastic, 
whereas in human acromegaly this gland is usually 
enlarged but colloid in character. The genital tract 
was hypertrophied in the dog, whereas in human 
acromegaly it is usually atrophied. The ovaries of 
the dog contained ripe but unruptured follicles, 
which are also unusual in human cases, but corre- 
ponded to the findings in one case at least reported 
in an earlier article of the series from Cushing’s 
clinic and laboratory to which this one belongs. In 
general, however, the condition produced in the dog 
appeared to correspond closely to that occurring 
spontaneously in human beings. The authors sum- 
marize their findings and conclusions as follows: 
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1. A dog which received daily for fourteen months 
a sterile aqueous extract from the anterior lobe of 
beef hypophysis grew to almost twice the weight of 
its litter-mate control. It developed, among other 
conditions, enlargement of the acral parts, poly- 
phagia, asthenia, sialorrhoea, and spontaneous lac- 
tation. 

2. The animal succumbed to myocardial failure 
and oedema of the lungs. A skeletal overgrowth with 
hyperostosis was present. There was a generalized 
splanchnomegaly affecting the thyroid and genital 
tract most strikingly. The thyroid was hyperplastic, 
there were adenomata of the suprarenal glands, and 
the ovaries were found to contain ripe but unruptured 
follicles. 

3. The condition produced appears to merit the 
designation of experimental acromegaly. 

Leo M. Daviporr, M.D. 


Davidoff, L. M.: The Treatment of Hydrocephalus: 
A Historical Review and the Description of a 
New Method. Arch. Surg., 1929, xviii, 1737. 


The author reviews the treatment of hydro- 
cephalus since the days of Hippocrates. No form 
of therapy was of much value until the introduction 
of modern antiseptic and aseptic surgery. Since 
then, every variety of drainage of the cerebrospinal 
fluid spaces has been applied in the treatment of the 
condition. Among the most successful has been 
drainage of the spinal canal into the peritoneal 
cavity in cases of the communicating type of hydro- 
cephalus. The one difficulty with this method has 
been the selection of a proper connecting tube be- 
tween the two cavities. All foreign substances, 
both organic and inorganic, have proved only in- 
differently successful. 

For the treatment of hydrocephalus of the com- 
municating type the author proposes a method in 
which the spinal fluid spaces are drained into the 
peritoneal cavity by means of a tube prepared from 
the patient’s skin. The skin is implanted under the 
rectus fascia and grows into a tube in the course of 
about four weeks, as was first demonstrated by 
Davis and Traut. 

Up to the time this article was written the method 
had been applied only to dogs. The results have 
been successful. 


Stewart, S. F.: Dysphasias of Cortical Rigidity and 
Their Treatment: A Preliminary Report. Arch. 
Surg., 1929, xviii, 1329. 

For the relief of the dysphasias of cortical rigid- 
ity—difficulty in making certain sounds and in 
slipping rapidly and easily from syllable to syllable 
—Stewart advocates excision of the superior cer- 
vical ganglia. 

This treatment is based on the claims made chiefly 
by Royle and Hunter that certain types of rigidity 
are relaxed by cutting the sympathetic supply to 
the muscles involved. Stewart reports three cases 
in which it was apparently beneficial. 

Leo M. Daviworr, M.D. 
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Locke, C. E.: Increased Intracranial Pressure Asso- 
ciated with Syphilis. Arch. Surg., 1929, xviii, 1446. 
Among 390 cases of either positive or presumed 
brain tumor Locke found 11 with a positive Wasser- 
mann reaction of the blood. In 6 of the 11 cases 
there were signs of increased intracranial pressure, 
and on investigation the increase in pressure was 
found to be associated with cerebral syphilis and 
not with brain tumor. This luetic affection of the 
brain need not necessarily be due to an isolated 
gumma; in several of Locke’s 6 cases, it was pro- 
duced by syphilitic leptomeningitis. 

When the signs of intracranial pressure do not 
promptly subside under anti-syphilis treatment, 
Locke advises a subtemporal decompression. 

Lro M. Davinorr, M.D. 


McKenzie, K. G.: The Treatment of Abscess of the 
Brain. Arch. Surg., 1929, xviii, 1594. 

McKenzie states that the surgical treatment of 
brain abscess should seldom be an emergency meas- 
ure. While it is well to make an early diagnosis, it 
is better to watch the patient and delay operation 
for four or five weeks until the abscess has been 
walled off. Suspected abscess of the brain may prove 
to be localized meningitis, cerebritis, or lateral sinus 
thrombosis. 

In the treatment of true brain abscesses, Mc- 
Kenzie trephines over the suspected area and ex- 
plores with a blunt-pointed hollow needle. If he 
strikes the capsule at right angles to the surface he 
opens the dura within the enlarged trephine hole, 
works retractors into the abscess cavity, and sucks 
out the pus from the bottom of the cavity. He 
then places a piece of rubber tubing with the diam- 
eter of a lead pencil within the cavity but does not 
sew it in, surrounds the protruding end of the tube 
with vaseline gauze, and covers the latter with a 
soft wool dressing. The tube is gradually extruded, 
= brain forms a small hernia which eventually 

eals. 

If the exploring needle strikes the abscess ob- 
liquely, the author makes another trephine hole in 
order to reach the pus more directly because oblique 
drainage is unsatisfactory. 

For doubtful cases with an infected sinus (mas- 
toid or frontal), McKenzie advises first cleaning up 
the sinus infection. Frequently the patient gets well 
under this treatment alone. In other cases a sinus 
tract is found through the dura from an abscess in 
the brain leading into the mastoid cells. This is 
easily dealt with by exploring the tract to the source 
of pus. If operation on the accessory sinus does 
effect a cure, a trephine hole is made above the in- 
fected wound, in a clean area, and if pus is struck, 
the trephine opening is enlarged downward and 
drainage of the abscess is established through the 
mastoid wound. 

In cases of cerebellar abscess of otitic origin, 
McKenzie cuts across a thrombosed lateral sinus or 
obliterates a normal one and drains the abscess an- 
teriorly, believing this safer than entering from be- 
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hind and draining the abscess cavity through sev- 
eral centimeters of cerebellar tissue. 

McKenzie’s series consisted of eleven verified 
cases. Six of the patients were cured and five died. 
The fatal cases are reviewed with comment on er- 
rors in the treatment or unfavorable circumstances 
which caused death. Lro M. Davinorr, M.D. 


Greene, T. C.: The Ability to Localize Sound: A 
Study of Binaural Hearing in Patients with 
Tumor of the Brain. Arch. Surg., 1920, xviii, 1825. 


By a number of ingenious devices and experi- 
ments, Greene endeavored to determine the path- 
way and the center for the localization of sound in 
the brain. He states that the ability to determine 
the direction from which a sound is coming seems 
to depend chiefly upon the greater intensity of the 
sound in the near ear and the difference in the time 
it takes to reach the near and the far ear. The 
second factor has been proved the more important. 
A sound reaches the near ear a fraction of a second 
before it reaches the far ear. 

In an effort to determine the factors which disturb 
the normal ability for localization, the author made 
observations on ninety-eight persons—nineteen con- 
trols, thirteen otological patients with deafness in 
one ear from varying causes, and sixty-six neuro- 
logical patients, of whom fifty-six were believed with 
considerable certainty (proved by operation in forty- 
two cases) to have a brain tumor. From the results 
of this study he draws the following conclusions: 

1. Most persons with disease of the middle ear 
are able to localize sound with almost normal 
accuracy. 

2. Lesions of the temporal lobe or increased intra- 
cranial tension tend to impair the ability to localize 
sound. 

3. Auditory pathways extend from each ear to 
both temporal lobes and form a decussation similar 
to that in the optic chiasm. Eric OLpperc, M.D. 


Crowe, S.J.: Anatomical Changes in the Labyrinth 
Secondary to Cerebellopontile and Brain-Stem 
Tumors. Arch. Surg., 1929, xviii, 982. 


Crowe describes the anatomical changes in the 
labyrinth occurring in two cases of brain tumor. 

In the first case, a metastatic carcinoma in the 
right internal auditory meatus had caused pressure 
_ atrophy of most of the fibers of the cochlear and 
the central trunk of the vestibular nerves. The de- 
generation of the vestibular nerve extended only to 
the vestibular ganglion, while that of the cochlear 
nerve included the cochlear ganglion, the peripheral 
nerve fibers, and the organ of Corti. 

The second case was that of a boy of nine years 
who died after a cerebellar exploration for internal 
hydrocephalus from a glioma of the midbrain and 
right cerebellar lobe. Changes in the cochlear 
ganglion, nerve, and organ of Corti similar to those 
found in the first case had resulted from the pressure 
of the tumor upon the auditory pathway in the 
cerebellum and midbrain. 
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These observations indicate that the vestibular 
nerve follows the wallerian law of degeneration, but 
that the cochlear nerve is an exception. Other re- 
cent experimental work seems to confirm this 
observation. ALBert S. CRAwrorD, M.D. 


Bailey, P.: Intracranial Sarcomatous Tumors of 
Leptomeningeal Origin. Arch. Surg., 1929, xviii, 
1350. 


Contrary to former belief, primary sarcomata of 
the brain are extremely rare. In all of Cushing’s 
vast material, Bailey was able to find only a few 
such tumors. 

The term “‘sarcoma’”’ being strictly applicable to 
tumors of mesodermal origin, its appropriateness 
for neoplasms arising from the leptomeninges is 
immediately challenged by the assumption that 
these membranes are of ectodermal origin. While 
the author accepts the theory of the ectodermal 
origin of the leptomeninges, he believes that the 
rapidly growing tumors of leptomeningeal origin 
described in this article differ sufficiently in structure 
from the rapidly growing intracranial tumors, cer- 
tainly of neuro-ectodermal origin, to be called sar- 
comata. He divides the growths into peritheliomata, 
perithelial sarcomata, fibroblastomata, and alveolar 
sarcomata, and reports a few cases of each. 

Although all of these tumors must arise from the 
leptomeninx or its derivatives, their microscopic 
structure is exceedingly diverse. The various types 
which they assume for the most part emphasize the 
kinship of the pia arachnoid with the extraneural 
connective tissues. Only the occurrence of melano- 
mata might be considered in favor of a neuro- 
ectodermal origin of these tumors, in case the 
melanin-bearing cells differentiate directly from the 
meningoblasts. However, in the absence of any 
direct embryological observations on the develop- 
ment of the meningeal melanophores, it is possible 
that they migrate into the pia arachnoid as they 
are said to migrate into the choroidal coat of the eye . 

Lro M. Daviworr, M.D. 


Kolmer, J. A., Rule, A. M., and Madden, B.: The 
Chemotherapy and Serum Therapy of Pneu- 
mococcus and Streptococcus Meningitis. VI. 
The Cerebral-Cisternal-Spinal Lavage Method. 
of Treatment for Septic Meningitis. Arch. 
Otolaryngol., 1929, ix, 428. 

This article is one of a series dealing with chemo- 
therapy and serum therapy for pneumococcus and 
streptococcus meningitis, and records the results ob- 
tained in experiments on dogs with continuous 
drainage from the cisterna magna and spinal men- 
inges combined with lavage by way of the ventricles 
and subdurally by means of trephination. About 30 
per cent of the dogs recovered permanently from the 
induced meningitis. 

The technique of treatment includes the following 
steps: (1) ether anesthesia and bilateral trephina- 
tion at points well upward toward the longitudinal 
sinus and well forward in the frontal region; (2) the 
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introduction of needles into the lumbar subarachnoid 
space and cisterna magna followed by drainage of the 
fluid; (3) the introduction of warm physiological 
saline solution into the lumbar region until the 
returning cisternal solution is clear; (4) the injection 
of antibody and optochin; (5) with the cisternal 
needle in position, the bilateral cerebral subdural in- 
jection of from 5 to 10 c.cm. of the mixture men- 
tioned; and (6) the intravenous injection of 50 c.cm. 
of the antibody solution or serum. 

This method failed in five cases of advanced 
and severe meningitis, probably because of blockage 
of the cerebral subarachnoid space by plastic 
exudates. Georce R. McAutirr, M.D. 


Van Wagenen, W. P.: Elastic Tissue in Meningeal 
Fibroblastomata; So-Called ‘‘Dural Endothe- 
liomata.”’ Arch. Surg., 1929, xviii, 1621. 


Van Wagenen demonstrated the presence of elastic 
tissuefand fibroglia fibrils in a meningeal fibro- 
blastoma (meningioma or dural endothelioma). He 
is*convinced that these fibers are primarily of tumor 
origin and not outgrowths from the attached dura 
or the intraneoplastic blood vessels. The formation 
of this tissue by the tumor cells, he believes, is 
further proof of the fibroblastic nature of meningeal 
fibroblastomata. Leo M. Daviporr, M.D. 


Zeller: The Surgical Treatment of Meningitis (Die 
chirurgische Behandlung der Meningitis). Jkurse 
aerstl. Fortbild., 1928, xix, 53. 

The author reviews recent articles on meningitis, 
discussing in particular the work of Zange. 

He states that a diagnosis of serous meningitis is 
not warranted when there is only an increase in the 
amount of cerebrospinal fluid and the intracranial 
pressure and no increase in the cell or albumin con- 
tent of the fluid. Serous meningitis is character- 
ized by a clear cerebrospinal fluid with an increase 
in the albumin content and the number of cells, 
the latter chiefly a lymphocytosis. Suppurative 
meningitis is characterized by polynucleosis. Least 
favorable for radical removal of the primary focus 
of an acute suppurative meningitis are the conditions 
in the middle cranial fossa. Also unfavorable are 
foci at the apex of the petrous portion of the tem- 
poral bone to which access can be gained only by 
the extremely dangerous operation through the 
inner ear. Cases of this type should be left to 
spontaneous healing after exenteration of the 
middle ear. 

Conditions are more favorable in the region of 
the lateral and anterior cranial fossa when imme- 
diate exenteration of the middle and inner ear 
at one stage is possible. Tapping of the suboccipi- 
tal fluid for examination is held by some surgeons 
to be entirely harmless and by others to be asso- 
ciated with the danger of generalizing a still cir- 
cumscribed meningitis. In tapping it is necessary to 
watch for the signs of cerebrospinal fluid block. 

In the treatment of suppurative meningitis the 
first task is the radical removal of the source of the 
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infection. Thus in a case of infected fracture of the 
base of the skull involving the ear an immediate 
radical operation extending beyond the region of 
the inner ear is necessary. To overcome the men- 
ingitis, removal of the products of inflammation and 
lowering of the abnormally high pressure are essen- 
tial. The measures used are lumbar puncture, sub- 
occipital puncture, puncture of the lateral ventricle, 
and puncture of the corpus callosum. In some cases 
lumbar drainage by resection of the arches of the 
third and fourth lumbar vertebre has proved of 
value. Irrigation of the ventricle to the lumbar 
opening has been found not without danger even 
when neutral fluids are used. The value of uro- 
tropin seems to have been sufficiently demon- 
strated. The perfusion of nitrous oxide or acetylene 
into the subarachnoid space and the ventricle has 
been proved quite harmless. In epidemic meningitis 
specific therapy in the form of meningococcus serum 
appears to be of value, but in pneumococcus men- 
ingitis the results of such treatment have not been 
entirely satisfactory. 

Of importance in the general treatment are the 
use of sedatives and the position of the patient. 

Since the results of the treatment of acute sup- 
purative meningitis are very poor, the author 
emphasizes the importance of prophylaxis. In 
labyrinthogenic meningitis the incidence of cure 
after the single-stage operation—immediate exen- 
teration of the middle ear—is 65 per cent, and after 
the two-stage operation, only 22 per cent. 

BERGEMANN (Z). 


Rutherford, C. W. L.: Congenital Unilateral Paral- 
ysis of the Motor Oculi. Am. J. Ophth., 1929, xii, 
376. 


The case reported was that of a twelve-year-old 
girl who was successfully operated upon for spina bi- 
fida at the age of three years but otherwise had a neg- . 
ative history. The patient consulted the author for 
the correction of ptosis of the right upper lid and ro- 
tation of the right eye nasally and upward. Examina- 
tion revealed spasticity of the medial rectus, paresis 
of the levator and superior and inferior recti, and pa- 
ralysis of the inferior oblique. 

The author believes that the lesion responsible for 
this condition was probably not located in the periph- 
eral oculomotor nerve since a lesion in that location 
would have caused involvement of the intrinsic mus- 
culature which was spared. As there were no con- 
jugate disturbances, he believes that a supranuclear 
lesion may also be ruled out. Therefore the lesion was 
probably in one of the cell masses making up the 
oculomotor nucleus on the affected side. 

Leo M. Davinorr, M.D. 


Peet, M. M.: Postherpetic Trigeminal Neuralgia: 
Persistence of Pain After Section of the Sensory 
Root of the Gasserian Ganglion. J. Am. M. 
Ass,, 1929, xcii, 1503. 

Peet reports 2 cases of postherpetic trigeminal 
neuralgia. He discovered only 3 such cases among 
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400 patients with tic doulouroux. This incidence is 
in accord with Frazier’s finding of 1 such case in 520 
cases of trigeminal neuralgia and Cushing’s finding 
of 3 such cases in a series of 332 gasserian opera- 
tions. 

The condition is characterized by pain beginning 
with an attack of herpes over the same distribution. 
The pain is of two varieties: (1) a constant dull 
burning ache, and (2) recurring paroxysms of ex- 
tremely severe, sharp, shooting pain resembling that 
frequently associated with tumor of the gasserian 
ganglion. There is often an objective loss of sensa- 
tion over the painful area with corneal areflexia and 
disturbance of the motor branch of the trigeminal on 
the affected side. Especially in the aged, the pain 
may persist for years. 

The fact that alcohol injections and sensory root 
sections do not give permanent relief indicates cen- 
tral involvement by the lesion although none has 
been demonstrated. On the other hand, the ganglion 
itself shows both irritative and destructive changes. 

Lro M. Daviworr, M.D. 


Vail, H. H.: Vidian Neuralgia from Disease of the 
Sphenoidal Sinus: Report of a Case. Arch. 
Surg., 1929, xviii, 1247. 

In the case reported there were paroxysmal at- 
tacks of severe stabbing and continuous pain which 
began on the left side of the nose and radiated across 
the face into the left eyeball, forehead, upper teeth, 
palate, ear, neck, and shoulder. Such pain is usually 
attributed to neuralgia of Meckel’s ganglion, but 
by means of an operative opening in the sphenoidal 
sinus and examination by the nasopharyngoscope 
the patient was found to have a sphenoidal sinusitis 
and later it was possible to demonstrate inflamma- 
tion in the extensively pneumatized sinus with each 
attack of pain. Leo M. Davmorr, M.D. 


Morelle, J.: Tumors of the Acoustic Nerve. Arch. 
Surg., 1929, xviii, 1886. 

This article reports a complete macroscopic and 
microscopic study of an acoustic tumor accidentally 
discovered in the brain of a seventy-four-year-old 
woman who died following a radical mastectomy for 
carcinoma of the breast. The findings are sum- 
marized as follows: 

1. The tumor seemed to have had its origin in 
the distal portion of the cochlear division. 

2. The fibers of the acoustic nerve spread out 
over the surface of the tumor. If it is possible to 
judge from the myelin sheaths, they penetrated the 
neoplasm rarely and only superficially. 

3. Histologically, the tumor was formed of two 
tissues, reticular and fibrous, which are characteris- 
tic of acoustic tumors. The variable distribution 
of these tissues in the tumor explains how the 
examination, of a small fragment might lead to an 
erroneous histological diagnosis. 

4. This case verifies the operative observation of 
a juxtapontile localization of the denser parts of the 
tumor. 
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5. The staining method of Perdrau displays a 
special fibrillary formation which cannot be of 
either nervous or neuroglial nature. 

Eric Oxpserc, M.D. 


SPINAL CORD AND ITS COVERINGS 


Horrax, G.: Experience with Chordotomy. Arch. 
Surg., 1929, xviii, 1140. 

The term “‘chordotomy”’ is being used arbitrarily 
to mean an incision into the cord which divides the 
anterolateral fiber tracts or the pain and thermal 
pathways. This procedure was suggested by Spiller, 
and was first carried out by Martin in rgr2. 

Chordotomy is indicated mainly to relieve pain 
in incurable or hopeless lesions of the lower spine, 
pelvis, or lower extremities. As the pain fibers may 
ascend upward on the same side before crossing to 
the opposite anterolateral tracts, the section must 
be at least five segments above the pain level. The 
highest level at which section of the anterolateral 
column can be done without causing phrenic com- 
plications is the sixth cervical segment. 

Horrax reports eight cases. In five, the pain was 
due to a previous syphilitic infection; in one, to 
hypertrophic spondylitis; in one, to a recurrent cord 
tumor; and in one, to a hypernephroma. Of the 
eight patients, six were distinctly benefited by the 
chordotomy and two were relieved only for periods 
of a month or two. One patient died from broncho- 
pneumonia. The two patients who were not entirely 
relieved had tabetic pains. In one, the failure of the 
operation may have been due to incomplete section. 

An important point in the technique regarding 
which there is lack of agreement is the depth of 
section. In most cases 2.5 mm. seems to be deep 
enough, but when the cord is large, it may be neces- 
sary to cut deeper, even to a depth of 3.5 or 4 mm. 
From the experience gained thus far it appears that 
the most superficial fibers in the tract represent the 
lowest, or sacral, levels, and that the fibers for the 
segments progressively higher lie deeper in the 
tract. ALBERT S. CRAwrorD, M.D. 


Bailey, P., and Bucy, P. C.: Cavernous Heman- 
gioma of the Vertebra. J. Am. M. Ass., 1920, 
xcii, 1748. : 

The case of cavernous hemangioma of the verte- 
bre reported in this article is the eleventh on record 
in which the condition was accompanied by symp- 
toms. As in all of the cases the condition was 
diagnosed incorrectly before operation, the authors 
desire to call attention to a roentgen finding hitherto 
unnoticed which they believe to be pathognomonic, 
namely, a reduction in the bone density between 
parallel vertical trabeculae showing increased density. 

In ten of the eleven cases the symptoms were 
those of cord compression. The authors therefore 
believe that the logical treatment is laminectomy 
for the relief of pressure. This operation is likely to 
be attended by profuse hemorrhage which is diffi- 

cult to control. Eric OtpBerG, M.D. 
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PERIPHERAL NERVES 


Boehmig, R.: Ascending Peripheral Nerve Degener- 
ation Due to Trauma (Ueber aufsteigende peri- 
phere Nervendegeneration durch Trauma). Arch. 
f. path. Anat., 1928, cclxx, 429. 


The case reported was that of an epileptic thirty- 
seven years old who was found on January 10, 1928, 
in a dazed condition lying on the edge of the bed. The 
right arm was swollen as far up as the elbow, and in 
the right axilla, extending as far as the back, there 
was a red streak. Pressure marks were found on the 
skin of the medial surface of the right upper arm 
and on the apposing surface of the chest. The con- 
dition was ascribed to a nocturnal epileptic attack. 

During the next few days the swelling of the arm 
increased. No fracture could be found. Thrombo- 
phlebitis was suspected. 

Four weeks later, median-radial paralysis devel- 
oped and the genera) condition became worse. The 
temperature was subfebrile. Death occurred on 
April 5. 

Autopsy revealed confluent bronchopneumonia 
in both lungs and verrucous endocarditis. The right 
brachial plexus was excised and examined micro- 
scopically. ‘The ulnar nerve and the greater part of 
the median nerve were unchanged, but the radial 
nerve and one bundle of fibers in the median nerve 
exhibited extensive degenerative alterations. The 
remnants of the fiber sheaths showed droplets of 
sheath substance and vacuolar dilatations. Neuritis 
was excluded as inflammatory changes and scar 
formation were absent; only degenerative changes 
were found. The changes were produced by the 
trauma, either through the crushing or the ischemia 
which, beginning in the axilla, extended upward. 

Buppe (Z). 


Crile, G. W., and Ball, R. P.: Primary Nerve 
Tumors of the Neck and Mediastinum; with a 
Report of Three Cases. Surg., Gynec. & Obst., 
1929, xlviii, 449. 


The authors report three cases of primary nerve 
tumors arising in tissue from the cervical and thor- 
acic segments. From these and cases reported by 
others they draw the following conclusions: 

1. These tumors are believed to arise from cells 
which have migrated from the ganglionic crest with 
the ganglia. 

2. Only tumors of the earliest undifferentiated 
type are malignant, and those of this type tend to 
become increasingly differentiated until they reach 
the adult stage, in which they become benign. 

3. The diagnosis may be made if the tumor is 
definitely located and the duration of the symptoms 
caused by it (which is usually long) is considered. 

4. Early diagnosis and operative removal are 
indicated because of the tendency of the neoplasm 
to continue to enlarge and envelop surrounding 
structures. X-ray and radium therapy are of little 
value in the treatment of this type of tumor. 

Eric OLpBERG, M.D. 


SYMPATHETIC NERVES 


Fulton, J. F.: Horner and the Syndrome of Paraly- 
sis of the Cervical Sympathetic. Arch. Surg., 
1929, xviii, 2025. 

Horner’s syndrome is characterized by enophthal- 
mos, narrowing of the palpebral fissure from slight 
ptosis and slight elevation of the lower lid, myosis, 
and certain alterations in the vasomotor control of 
the circulation of the face and neck on the affected 
side. It is seen in conditions in which the cervical 
sympathetics are paralyzed. 

Horner was the first to describe the syndrome 
and to determine its cause in man. Before his report 
it had already been studied in animals. 

Horner was born in 1831, the son of a physician. 
He was educated at Zurich, where he was a pupil 
of Carl Ludwig, and in Berlin, where he studied 
under von Graefe. Among his friends were Helm- 
holtz and Donders. 

Important contributions on the relation of the 
cervical sympathetic chain to the eye were made by 
Du Petit (1664-1741), Cruikshank (1795), d’Alfort 
(1816), Brachet (1837), Reid (1839), Biffi (1846), 
Ruete (1847), Budge (1851), Waller (1851), and 
Bernard (1852). Bernard was the first to make a 
complete study of the results of section and stimula- 
tion of the cervical sympathetic. 

ALBert Crawrorb, M.D. 


Ingraham, F. D.: Local Morphological Changes 
Following Section of the Thoracic Sympathetic 
Nerve Trunk. Arch. Surg., 1929, xviii, 1857. 


Ingraham severed the left thoracic sympathetic 
trunk of thirty-two dogs and seven cats and studied 
the cut ends histologically after periods ranging from 
six days to five months. He found no neuroma 
formation in either stump. — Eric O_pBerc, M.D. 


MISCELLANEOUS 


Weed, L. H.: Some Limitations of the Monro- 
Kellie Hypothesis. Arch. Surg., 1929, xviii, 1049. 


The hypothesis that the skull and bony coverings 
of the vertebral canal form a rigid container for the 
central nervous system has been of interest to anat- 
omists, physiologists, and neurologists for almost a 
century and a half. In the past three decades it has 
been a subject of intensive investigation by workers 
in intracranial physiology. 

The hypothesis seems to be fundamentally sound 
but has certain limitations. It seems to hold true as 
regards the cranial cavity as the latter is practically 
an intact closed container except for the freely pul- 
sating fontanelles in infancy and the elastic occipito- 
atlantoid membrane in mammals. The spinal tube, 
on the other hand, is only partially rigid, not being 
held firmly outward, and is so constructed that the 
hydrostatic effect of the contained column of fluid 
does not make itself felt. However, the spinal por- 
tion of the system is a definitely less important part 
than the cranial portion. 
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The application of modern methods of study to 
this problem are certain to yield the further needed 
information regarding the mechanism of compensa- 
tion between the three elements filling the cranial and 
spinal cavities, namely, cerebrospinal fluid, blood, 
and nervous tissue. 

These methods must be standardized and checked 
against known and accepted physiological data. 

ALBERT S. CRAWFORD, M.D. 


Spurling, R. G.: Cerebrospinal Fluid Changes in 
Composition and Drainage After the Intra- 
venous Administration of Various Solutions. 
Arch. Surg., 1929, xviii, 1763. 

The author performed a number of experiments 
upon barbitalized dogs in which the cisterna magna 
has been on free and constant drainage through a 
large-gauge needle. With such preparations he 
studied the effect of the intravenous injection of 
various isotonic, hypotonic, and hypertonic solu- 
tions on blood dilution, the rate of cerebrospinal 
fluid secretion, and the composition of the cerebro- 
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spinal fluid. The results obtained may be summar- 
ized as follows: 

Isotonic solutions diluted the blood and cerebro- 
spinal fluid and increased the rate of secretion of 
the cerebrospinal fluid. 

Hypotonic solutions produced the same general 
effects as Ringer’s solution. The injection of the 
same amounts of distilled water seemed to have 
little or no effect upon the phenomena studied. 

Hypertonic solutions at first produced dilution of 
the blood and increased the rate of secretion of the 
cerebrospinal fluid. The effect on the secretion rate 
was then immediately reversed, and the cerebro- 
spinal fluid became concentrated through absorp- 
tion of the injected substance (sodium chloride or 
dextrose) and loss of water. 

In the case of one animal the injection of 100 
c.cm. of a 15 per cent sodium-chloride solution 
caused cessation of the cerebrospinal fluid produc- 
tion and the ventricles were outlined in the roent- 
genogram by air sucked back spontaneously through 
the needle. Eric OLpperc, M.D. 
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CHEST WALL AND BREAST 


Prym, P.: Pseudo-Adenoma, Adenoma, and Mas- 
toma of the Female Mammary Gland. Studies 
of the Origin of Circumscribed Adenoma-Like 
Areas in the Mammary Gland and the Re- 
semblance of True Adenoma and Fibro-Ade- 
noma to Mammary Gland Tissue (Pseudoade- 
nome, Adenome und Mastome der weiblichen 
Brustdruese. Studien ueber die Entstehung um- 
schriebener adenomaehnlicher Herde in der Mamma 
und ueber die Nachahmung des Brustdruesengewebes 
durch echte Adenome und Fibroadenome). Beitr. 
z. path. Anat., 1928, Ixxxi, 1, 221. 


The author calls attention to the frequent occur- 
rence in the female mammary gland of circum- 
scribed areas resembling fibro-adenoma which are 
very difficult to distinguish from true tumors. While 
these formations are usually well outlined against 
the surrounding tissues, they are not as sharply 
delimited as most adenomata or fibro-adenomata, 
Other factors indicating that they are not of a neo- 
plastic nature are their relationship to the duct sys- 
tem of the adjoining mammary gland, the occurrence 
of marked retrogressive processes in the epithelium 
with a marked reactive formation of new blood 
vessels, and the agreement of the arrangement of the 
elastic tissue in these areas with that in the adjoining 
mammary gland. While these findings are not de- 
monstrable in all tumors, a neoplastic character may 
certainly be excluded when the areas are permeated 
by islands of fatty tissue. 

These areas resembling adenomata are evidently 
the result of regressive and growth processes, prob- 
ably caused chiefly by hormonal stimulation, but 
partly also by the glandular tissue of the breast. 

In a large series of cases the author was able to 
demonstrate a regular sequence of development from 
the simple tubular adenoma or fibro-adenoma arising 
from the ducts to foci which presented budding 
processes and lobule formation and those showing a 
highly developed fibro-adenoma with the formation 
of glandular areas and very closely resembling 
mammary gland tissue. 

Prym calls the fully developed simple tubular 
tissue a ‘‘mastoma.’’ This term does not include the 
diffuse fibro-adenomatou; change in the breast. It is 
applied only to a circumscribed new formation with 
a structure closely resembling that of a normal or 
slightly changed mammary gland. Prym reports 
four such cases. He states that it is often difficult 
to distinguish these mature adenomata from ectopic 
or excluded mammary gland tissue. The most im- 
portant characteristic is fatty tissue. Fat is never 
found in the interstitial tissue of true adenomata. 
In ectopic mammary tissue, on the other hand, it 
is frequently present. RosenBurG (Z). 


Kueckens, H.: Rare Forms of Mammary Tumors: 
Epidermoid Cysts, Carcinoma Hzemorrhagi- 
cum, Carcinoma Psammosum, Carcinosarco- 
ma, Multiple Carcinomata (Ueber seltenere 
Formen von Mammageschwuelste: Epidermoid cys- 
ten, Carcinoma hemorrhagicum, Carcinoma psam- 
mosum, Carcinosarcoma, multiple Carcinome). 
Beitr. z. pathol. Anat. u. s.allg. Path., 1928, xxx, 116. 


The tumors described by Kueckens were as 
follows: 

1. Three subepidermoidal atheromatous cysts the 
size of a pea which were located in the areola of the 
nipple. 

2. ‘Two early carcinomata of the breast. In one 
case the neoplasm was the size of a pea. In the 
other there were extensive glandular metastases 
although the tumor was small. The author states 
that the removal of tissue from the breast for histo- 
logical examination to determine whether carcinoma 
is present is unreliable, and that small tumors often 
have an unfavorable prognosis because of early 
metastasis and a tendency to recur. 

3. A so-called hemorrhagic carcinoma. ‘This 
tumor had probably been subjected to a squeezing 
injury which led to its partial destruction by ham- 
orrhage. At any rate, about 250 c. cm. of dark 
brown fluid were present in its hollow spaces. 

4. A carcinoma psammosum with a deposit of 
calcium salts in the center of the carcinoma cells. 
The patient was a man sixty-five years of age. 

5. A carcinosarcoma of the breast in a woman 
forty-eight years old. ‘This tumor was the size of a 
plum and grayish white. It was situated in the sub- 
cutaneous fatty tissue about 2 cm. below the skin. 
Histological examination showed carcinoma and 
sarcoma cells. The sarcomatous portion consisted 
of spindle cells between which there were giant cells. 
The carcinomatous portion was partly of the glandu- 
lar and partly of the squamous-cell type. In the 
author’s opinion, the carcinoma was the primary 
lesion and caused a marked proliferation of the con- 
nective tissue which subsequently underwent sar- 
comatous degeneration. 

Kueckens reviews twenty cases of carcinosarcoma 
of the breast which are reported in the literature. 
From this review it is evident that there are various 
opinions as to the histogenesis of these tumors. 
Meyer classified the neoplasms into three groups 
as follows: (1) combination tumors which are true 
mixed tumors with a single origin; (2) composition 
tumors which are of different origins but related 
to one another, such as primary carcinoma with 
secondary sarcomatous formation and primary 
sarcoma with carcinomatous change; and (3) 
collision tumors which are of independent origin. 

Bruett (Z). 
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TRACHEA, LUNGS, AND PLEURA 


Laurell, H.: The Significance of So-Called Ring 
Shadows in the Lungs (Ein Beitrag zur Deutung 
der sogenannten Ringschatten in den Lungen). 
Acta radiol., 1929, x, 72. 


The author discusses the genesis of pleuropul- 
monary annular shadows, especially those which are 
transient. 

He states that transient annular shadows some- 
times correspond to tuberculous cavities which vary 
in form and size and distinctness in the roentgeno- 
gram with variations in the pressure within them. 
They are produced also by large interstitial, sub- 
pleural, and interlobular emphysematous vesicles, 
and perhaps may be caused by bullous emphyse- 
matous vesicles under pressure. 

Typical annular shadows cannot be produced by 
encapsulated pleurisy but possibly, though rarely, 
may be caused by an encapsulated pneumo-thorax, 


Duval, P., Quénu, J., and Welti, H.: Extrapleural 
Thoracoplasty by the Axillary Route; Operative 
Technique (La thoracoplastie extra-pleurale par 
voie axillaire; technique opératoire). J. de chir., 
1928, xxxii, 641. 

The Brauer-Friedrich and Sauerbruch techniques 
for thoracoplasty involve very extensive denudation 
of the thorax with section of many muscles and 
vessels. They therefore cause considerable operative 
shock and disfigurement. To overcome these ob- 
jectionable features, the authors have adopted the 
axillary route. By their technique the ‘ribs are 
exposed in their entire length, only one muscle is 
cut, and most of the dissection is carried out in a 
bloodless plane of cleavage. Two special instruments 
are required, a periosteal elevator and a costotome, 
both very long and suitably curved. 

The patient is placed on the normal side with the 
pelvis held fixed and the arm raised over the head. 
‘The skin is incised parallel with, and a little anterior 
to, the border of the latissimus dorsi. The latissimus 
dorsi is exposed and its attachments to the last four 
ribs are sectioned. The upper part of the incision is 
carried medial to the axillary vessels and onto the 
pectoralis major. The serratus magnus is then ex- 
posed and sectioned close to the costal attachments. 
At this point in the technique the surgeon has 
reached the plane of cleavage through which the 
thorax can be exposed posteriorly without section 
of important structures. ‘Ihe scapula, the serratus 
magnus, and the latissimus dorsi are retracted pos- 
teriorly and the pectorals are retracted anteriorly. 
The ribs are then resected by the usual technique. 
To expose the first rib, an incision of the lower 
border of the pectoralis major is sometimes neces- 
sary. The rib is sectioned immediately lateral to 
the scalenus anterior. 

This operation causes minimal deformity of the 
thorax. There is no subsequent scoliosis, and the 
function of the arm and shoulder is in no way 
impaired. 
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The technique is fully illustrated. The article 
contains also photographs and a roentgenogram of 
a patient operated upon three years ago. 

ALBert F, DeGroat, M.D. 


Grabcenko, I.: Teratoid Tumors of the Pleura (Zur 
Lehre ueber teratoide Pleurageschwuelste). Nov. 
thir. Arch., 1928, xv, 510. 

A forty-five-year-old woman was admitted to the 
hospital because of a suppurative fistula beneath 
the left shoulder blade of five years’ duration and 
a recurrent sarcoma in the subcutaneous tissue in 
the region of the right scapula. She had been oper- 
ated upon twice elsewhere for empyema on the left 
side, and the fistula left after the operations for 
empyema had repeatedly closed spontaneously and 
re-opened. 

Examination revealed slight dullness, impaired 
breath sounds, and a scarcely noticeable roentgen 
shadow under the left scapula. At operation (resec- 
tion of three ribs and enlargement of the pleural 
fistula), a round, partially hair-covered tumor the 
size of a hen’s egg was found attached by a pedicle 
to the parietal pleura of the lateral chest wall. Re- 
moval of the tumor was followed by smooth recov- 
ery. Microscopic examination showed the neoplasm 
to be a teratoma. The recurrent polymorphous 
sarcoma had no relation to the pleural tumor. 

G. (Z). 


HEART AND PERICARDIUM 


Kahn, M. H., and Kahn, S.: Cardiovascular Lesions 
Following Injury to the Chest. Ann. Int. Med., 
1929, ll, 1013. 

Because of their superficial position directly be- 
hind the sternum and the adjacent cartilages, the 
heart and pericardium are exposed to danger in 
injuries to the anterior chest wall. Even in the 
absence of injury to the ribs or external bruising, 
an external blow may produce very serious damage 
to the intrathoracic structures. 

The authors review and classify the principal 
clinical types of traumatic heart lesions that occur 
in consequence of direct and indirect violence. The 
pericardium may react to a contusion or concussion 
of the chest with the development of acute peri- 
carditis. Auricular fibrillation may follow direct 
violence; illustrative cases are reported. Extra- 
systolic arrhythmia may arise following damage pro- 
duced in the cardiac tissue by direct injury to the 
organ from blunt violence such as blows to the chest 
or indirect injury such as may be sustained in falls 
from a height. 

The functional disturbances or arrhythmia that 
may develop are determined by the location of the 
trauma in the myocardial structure. The authors 
report cases of heart block from direct injury to 
the chest. Injury to the front of the chest, even 
without injury to the ribs or obvious external bruis- 
ing may cause rupture of one or more of the valves 
of the heart. 
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The mechanism of production of such injuries is 
discussed. The most important clinical character- 
istic is the immediate development of physical signs 
referable to the valvular lesion. Direct violence to 
the front of the chest frequently causes, besides 
injury to the aortic cusp, an injury to the wall of the 
vessel which results in the formation of a dissecting 
aneurism. A pre-existing aneurism may rupture in 
consequence of direct blunt violence to the thorax. 

A number of cases in the literature indicate strik- 
ingly that small foci of myocardial damage may de- 
velop as the direct result of external non-penetrating 
violence. It must be recognized that milder injuries 
of the myocardium may occur which are consistent 
with life over a varying length of time. 

Rupture of the heart may follow non-penetrating 
injuries to the chest and violent effort some time 
after the injury. The symptoms of rupture of the 
heart are in reality the terminal phenomena. They 
usually consist of the momentary symptoms of col- 
lapse and sudden death. 

The mechanism of the occurrence of death depends 
upon the intrapericardial pressure. When the pres- 
sure in the pericardium becomes equal to the pres- 
sure in the right auricle, blood no longer enters the 
heart from the systemic veins and death promptly 
ensues. 

In a consideration of trauma to the thorax with 
intrathoracic cardiovascular injury from the point 
of view of compensability of the accident, several 
important criteria must be established: From the 
standpoint of labor the heart is healthy if the man 
_ is able for a long period of time to pursue his occupa- 
tion without distress and without long periods of 
absence from work. If direct or indirect violence to 
the chest is followed by signs of an intrathoracic 
cardiovascular lesion which are incapacitating, these 
signs must be considered the result of aggravation 
of a previously existing asymptomatic lesion or of 
damage to a previously normal heart. As in heart 
strain, the time that elapses between an accident 
and the development of disabling symptoms is very 
short. There must be immediate pain with its con- 
coraitants—dyspnoea, rapid, irregular pulse, faint- 
ness, a cold sweat, and immediate partial or total 
disability—to establish clearly a causal or aggravat- 
ing relationship of the accident to the condition. 
In cases in which temporary improvement with 
return to the usual or lighter work is followed by 
recurrence of the condition, the re-appearance of the 
symptoms and signs should be attributed to the 
original injury. 


Pilcher, C.: The Surgical Significance of Coronary 
Occlusion: Reports of Two Cases. Arch. Surg., 
1929, Xviii, 2040. 

Coronary occlusion, though variable in its mani- 
festations, has been established as a clinical entity. 
In many cases it can be diagnosed clinically, but 
because of the variability of the symptoms and the 
frequency with which they suggest other diseases 
the diagnosis may be extremely difficult and some- 


times is impossible. Many of the conditions with 
which coronary occlusion is most often confused are 
intra-abdominal surgical conditions. 

Pilcher reports two cases of coronary occlusion to 
illustrate the difficulties that may be experienced 
in diagnosis even when all facilities are available for 
a detailed study of the condition. 

The first case was that of a man fifty-five years of 
age who was admitted to the hospital complaining 
of severe pain in the upper part of the abdomen. A 
diagnosis of perforated duodenal ulcer was made 
and the patient prepared for operation. Following 
the administration of 0.015 gm. of morphine the 
abdomen relaxed almost immediately and the pa- 
tient became more comfortable, but as a rise in the 
pulse rate to 140 and in the blood pressure to 115 
systolic and 70 diastolic was considered suspicious 
operation was delayed. Soon, occasional weakness 
of the pulse at the wrist and a peculiar systolic click 
at the apex were noted. Within two hours these 
had given way to a definite pulsus alternans and a 
typical to-and-fro pericardial friction rub. The 
pulse rate rose to 160. Because of these findings the 
patient was transferred to the medical service. The 
rapid pulse and the blood pressure, which was low 
for a man of the patient’s age, were the only factors 
which could reasonably have caused a doubt as to 
the diagnosis of an abdominal condition, and both 
of these might have been associated with a fulminat- 
ing abdominal infection. On the medical service the 
heart rate was kept below 100 with quinidine for two 
days, and after that length of time the drug was no 
longer necessary. One month after his admission 
to the hospital the patient was discharged with a 
pulse rate of 70 and a blood pressure of 112 systolic 
and 62 diastolic. 

About three months later he was re-admitted to 
the hospital complaining of a sensation of pressure 
in the chest which had made it necessary for him to 
stop work. He had had no pain and only moderate 
dyspnoea on exertion. His pulse was 165 and his 
blood pressure 112 systolic and 80 diastolic. There 
was no friction rub, the rhythm was regular, and 
no murmurs were heard, but the electrocardio- 
graphic tracing showed a 2 to 1 auricular flutter 
with an auricular rate of 327.6. The blood pressure 
dropped to go systolic and 60 diastolic, and then 
gradually rose to 124 systolic with 60 diastolic. 
Large doses of digitalis brought the heart rate down 
to 60. The temperature, which was too degrees F. 
on the patient’s admission to the hospital, dropped 
to normal, and the leucocyte count dropped from 
14,009 to 7,000. 

The recurrence of signs and symptoms is ex- 
plained as being the result of: (1) a secondary 
coronary obstruction or an extension of the old 
thrombus to involve new coronary branches, or (2) 
exertion which increased the work of the already 
damaged myocardium sufficiently to upset its 
rhythm and lower its functional efficiency. The 
absence of pain and a friction rub made acute 
occlusion unlikely. 
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The second case reported was that of a woman 
fifty-eight years of age who complained of severe 
epigastric pain which came on suddenly and per- 
sisted for twenty-four hours without remission. For 
about three years the patient had had occasional 
vague epigastric distress with eructations of gas 
after meals, and six weeks prior to her admission to 
the hospital she had had a sudden severe epigastric 
pain which lasted several hours and ceased spon- 
taneously. At the time of her admission to the 
hospital her temperature was 100 degrees F., her 
pulse 120, and her blood pressure 190 systolic and 
130 diastolic. The leucocyte count was 7,800. The 
heart sounds were loud and snapping, and at the 
apex there was a short, rough clicking sound which 
faded into a smooth high-pitched systolic murmur 
at the left border of the sternum. The radial and 
brachial arteries were moderately sclerosed. The 
abdomen presented board-like rigidity in its upper 
half and considerable spasm below the umbilicus. 

The condition was believed to be either a per- 
forated ulcer or coronary occlusion. Because of the 
latter possibility it was decided to keep the patient 
under observation for a time. The pain was relieved 
by a large dose of morphine and did not recur. 
During the night, the blood pressure fell to 120 and 
the pulse rate rose to 135. At 7 a.m. the heart 
sounds were less loud, the systolic rough sound at 
the apex was louder and longer, and a diastolic click 
was heard. During the morning the blood pressure 
and pulse rate remained constant, and the to-and-fro 
apical sounds, interpreted as a pericardial friction 
rub, became fainter and finally ceased. The diag- 
nosis of coronary occlusion was then made definitely 
and the patient transferred to the medical service. 

Three days later, signs of fluid were noted at the 
base of the right lung and roentgenograms showed 
indications of early consolidation at the base and a 
vague gas shadow under the right side of the dia- 
phragm. By means of a needle inserted into the 
lower portion of the right side of the chest a small 
amount of clear yellow fluid was removed. A few 
days later, roentgenograms showed increased height 
of the right side of the diaphragm and a large area 
of gas with a fluid level as its base beneath the 
diaphragm. A diagnosis of subphrenic abscess being 
made, the patient was returned to the surgical 
service and the first stage of preparation for surgical 
drainage was carried out. This involved resection 
of a portion of the ninth rib and suture of the 
diaphragm to the pleura at the margin of an oval 
area measuring about 6 by 4 cm. 

During the evening the patient suddenly began 
to cough up large quantities of foul, greenish-yellow 
pus with the characteristic odor of bacillus coli. 
When postural drainage was instituted, about 1,500 
c. cm. of pus were evacuated within an hour, but in 
spite of the free drainage the lungs filled up and 
death occurred four hours after the onset of the 
cough. 

It is considered probable that in this case there 
was an ulcer which perforated into the lesser 


peritoneal sac and formed a subphrenic abscess 
which subsequently ruptured through the diaphragm 
into the bronchus. The pericardial friction rub may 
have been a pleuropericardial rub caused by in- 
creased excursion of the heart. Its brief duration 
tends to support this theory. 

In conclusion the author emphasizes the im- 
portance of bearing the possibility of coronary 
occlusion in mind in the examination of patients 
complaining of pain in the upper portion of the 
abdomen. E. S. Pratt, M.D. 


Beck, C. S.: The Effect of Surgical Solution of 
Chlorinated Soda (Dakin’s Solution) in the 
Pericardial Cavity. Arch. Surg., 1920, xviii, 1659. 


In experiments on dogs Beck found that a sur- 
gical solution of chlorinated soda injected into the 
normal pericardial cavity produced a profound 
reaction. The immediate reaction consisted of pain 
and hemorrhage. The latter was due to erosion of 
blood vessels. The end-result of the injection of 40 
c.cm. of the solution into the normal pericardial 
cavity was pericarditis with effusion or generalized 
adhesive pericarditis. Polyserositis and death some- 
times resulted. ; 

Purulent pericarditis was produced by allowing 
the pericardium to become infected after a pericar- 
diostomy had been carried out. Irrigation of the 
infected pericardial cavity with surgical solution of 
chlorinated soda is not painful and does not produce 
bleeding. The absence of pain and hemorrhage is 
due presumably to the protective coating of fibrin 
which is present on the surface of the pericardium. 
In each experiment in which purulent pericarditis 
was produced the end-result was a marked adhesive 
pericarditis. This seemed to develop similarly in 
the experiments in which the pericardial cavity was 
irrigated with surgical solution of chlorinated soda 
and those in which it was not irrigated. 

The infected pericardium did not react to surgical 
solution of chlorinated soda like the normal peri- 
cardium. In purulent pericarditis the fibrinous 
exudate must play an important part in protecting 
the pericardial surface from the effects of the free 
chlorine. In the treatment of purulent pericarditis 
the solution, if used at all, should be employed only 
in carefully selected cases and with great caution. 
Because of its erosive action it should not be allowed 
to collect in the pericardial cavity. An adequate 
drainage tract is indispensable. 

EF. Licutenstein, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Scarff, G. R.: A Case of Carcinosarcoma of the 
Csophagus. J. Laryngol. & Olol., 1929, xliv, 324. 


Scarff reports a case of carcinosarcoma of the 
cesophagus with excessive overgrowth of the sarco- 
matous element and without evidence of metastasis. 
The neoplasm was treated by the application of 
two 50-mgm. tubes of radium screened with 0.5 mm. 
of platinum and enclosed in a thin-walled silver 
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container. ‘he container was held in position by a 
silver wire brought out of the mouth and fixed to 
the head. After its insertion, the position of the 
radium was verified by fluoroscopic examination. 
As the tumor was believed to be a pure sarcoma, 
it was thought that a large dose of radium irradia- 
tion applied for a short time would be more effective 
than the usual small dose applied for six days. After 
the first application, the time of exposure was in- 
creasingly reduced because of the danger of per- 
foration through the unaffected and thinned-out 
mucosa of the oesophageal wall in the neighborhood 
of the aorta. Perforation into the aorta occurred 
eventually in spite of this precaution, but as it took 
place four months after the last application of the 
radium and below the growth, it was difficult to 
determine whether the irradiation or the irritation 
caused by the Soutar tube was chiefly responsible. 
This case demonstrates the limitations and risks 
of radium therapy in malignant disease of the 
oesophagus Merte R. Hoon, M.D. 


MISCELLANEOUS 


Denk, W.: The Development and Progress of 
Thoracic Surgery (Entwickelung und Fortschritte 
in der Thoraxchirurgie). Wien. klin. Wehnschr., 
1928, ii, 1673. 

Denk discusses two important branches of thoracic 
surgery in which progress has been made in the last 
few years. First he discusses the surgical treatment 
of pulmonary tuberculosis, which comes into con- 
sideration chiefly in the unilateral productive form 
of the condition. ‘The method of choice today is the 
Sauerbruch-Brauer thoracoplasty. This is indicated 
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only when pneumothorax is impossible. When the 
disease is limited to one upper lobe, apicolysis and 
packing alone may be considered. Cavities often 
necessitate re-operation on the portion of the chest 
wall which overlies them. Bands which prevent the 
necessary collapse may be divided with the cautery 
through the thoracoscope or by open operation. 
Phrenicus exeresis has proved unsuccessful as an 
independent procedure and in many cases comes into 
consideration only as supplementary operation. 
Tuberculous empyema is to be treated conservatively 
by aspiration. In mixed infections, irrigations with 
rivanol or Pregl’s solution are added; if these fail, 
Buelau’s drainage followed by thoracoplasty is indi- 
cated. Primary thoracotomy is permissible only in 
ichorous empyemata. The indications are similar in 
pneumothorax exudates. 

For the operative treatment of bronchiectasis, 
exact localization and accurate determination o! the 
extent of the condition are essential. For these pur- 
poses lipiodol filling is of value. Only cases with 
unilateral lesions in which medical treatment has 
failed are to be considered for operative treatment. 
Bronchoscopic treatment (foreign body) should 
always be tried. In the treatment of unilateral 
diffuse bronchiectasis involving more than one lobe, 
compression methods come into consideration, but 
give satisfactory results only when the cavity walls 
are yielding. Circumscribed large cavities or com- 
plications with abscess or gangrene should be 
treated by pneumonotomy. Unilateral circum- 
scribed bronchiectasis limited to one lobe is suitable 
for lobectomy. The two-stage operation is best. 
Less dangerous than lobectomy is transverse resec- 
tion of the lower lobe. Koentc (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Turner, P., and Eckhoff, N.: Inguinal Hernia: The 
Results of Treatment by Simple Excision of the 
Sac. Guy’s Hosp. Rep., Lond., 1929, Ixxix, 234. 


The authors review 120 cases in which an opera- 
tion for inguinal hernia was performed. At the time 
of their study, fifteen months after the last of the 
series of operations, a recurrence had developed 
in 6. 

Ninety-eight of the operations were done for 
simple uncomplicated indirect hernia in young per- 
sons in whom no muscle defect could be demon- 
strated. Of these, 3 were followed by recurrence. 
One of the recurrences developed in a boy eighteen 
years old and the two others in men past thirty 
years of age. In all of the cases in this group a 
simple excision of the sac was done through a small 
incision over the internal ring. The external ring 
was not opened. 

In seventeen cases a modified Bassini operation 
was done without division of the external ring. In 
all, a truss has been worn for a long time or the 
hernia was of long duration and had caused second- 
ary weakening of the muscles, especially the con- 
joined tendon. A recurrence developed in 2 cases. 

Of five operations for direct hernia only 1 was 
followed by recurrence. In these cases the gap in 
the fascia transversalis was sutured and the con- 
joined tendon sutured to Poupart’s ligament. 

The authors conclude that simple excision of the 
sac is satisfactory in the cases of children and young 
adults and may be employed also for hernia in 
middle-aged persons if the cases are carefully se- 
lected. They emphasize the importance of early 
operation for hernia. Louts P. GamBer, M.D. 


Gasparjan, A.: The Results of Injury of the Urinary 
Bladder During Hernia Operations (Resultate 
der Harnblasenlaesion bei Bruchoperationen). Uro- 
logija, 1928, v, 83. 

The author has collected from the literature four- 
teen cases of injury of the urinary bladder occurring 
in operations for hernia. The periods of observation 
ranged from three months to five years. In eight 
cases the lesion was recognized during the operation. 
In four, it was not discovered until after the opera- 
tion. In the reports of two cases the time of its 
diagnosis was not stated. 

Only three of the patients were subsequently 
well. One developed a recurrent abdominal tumor, 
six suffered from cystitis and disturbances of micturi- 
tion, one had a phlegmon in the prevesical space, and 
three had bladder stones. The mortality in all cases 
of bladder injury reported in the literature was 27 
per cent. 


Gasparjan states that whenever an operation for 
hernia is followed by disturbances of micturition, 
cystoscopy is indicated. Symptomatic treatment is 
useless. The relief of symptoms usually requires an 
operative procedure. BaNnnerR-Voict (Z). 


Buschmakina, M., and Pigalew, I.: An Experi- 
mental Contribution on the Problem of the 
Mechanism of the Direct Effect on the Ob- 
longata in Diffuse Peritonitis (Experimentalle 
Beitraege zur Frage des Mechanismus der direkten 
Affektionen der Oblongata bei diffuser Peritonitis). 
Ztschr. f. exper. Med., 1928, \xiii, 117. 

So-called “local” processes can often be explained 
only by distant or general effects. The theory of 
accelerated resorption in fatal diffuse peritonitis is 
not entirely satisfactory. The symptoms suggest a 
long-continued Goltz percussion experiment. Speran- 
sky demonstrated that certain substances in the 
region of the nerve endings enter the nerves and 
reach the corresponding brain centers by way of 
their lymph streams which are chiefly centripetal. 
The rapidity of the current may be increased by the 
production of hypotension (lumbar puncture). Be- 
cause of its peculiar course and distribution, the 
vagus is affected by variations of pressure associated 
with respiration. 

The authors studied the normal course of the 
current by introducing a drop of coal tar into the 
cervical portion of the vagus. The centrifugal 
course is more marked than in other nerves; for the 
most part, however, the direction is centripetal and 
can be traced to the oblongata (nucleus of the 
vagus). 

To determine the effect of peritonitis, both vagus 
nerves were cut below the diaphragm in a series of 
rabbits. Nearly all of the animals which were fed 
with oats and hay died of perforation of the stom- 
ach. Some of those which were fed with white 
bread, milk, and fresh vegetables died or remained 
in a weak condition. About half of those subjected ° 
to the operation survived. Fourteen days later the 
latter were infected intraperitoneally with a known 
staphylococcus. All of the similarly infected con- 
trols died (thirteen after from ten to twenty-four 
hours, one after three days, and one after five days). 
Of the devagated animals, five remained well, three 
died after from fifteen to thirty-five hours, and four 
died after from two to seven days. It must be 
remembered that the animals with preliminary de- 
vagation had suffered an operative injury. Infection 
of the peritoneal cavity a few hours after the devaga- 
tion (four rabbits) was fatal within twenty-four 
hours in every instance. Therefore devagation per- 
formed shortly before or during the infection ren- 
dered the prognosis less favorable. Buettner (Z). 


347 


he 
nd 
en 
st 
he 
ry 
n. 
in 
to 
ly 
h | 
i- 
n 
n 
e ‘ 
h 
S 
|_| 


312 


Schomberg: Acute Hemorrhagic Epiploitis Sug- 
gesting Acute Appendicitis (Akute haemorrha- 
gische Epiploitis unter dem Bilde einer akuten 
Appendicitis). Zentralbl. f. Chir., 1929, p. 43. 


Schomberg reports three cases in which the 
clinical picture suggested acute appendicitis but 
operation revealed severe inflammation of the 
omentum and hemorrhagic ascites. The cause of 
the condition could not be determined in spite of 
careful examination of all accessible abdominal 
organs. In every case resection of the inflamed por- 
tion of the omentum was followed by cure. 

CoxKALis (Z). 


GASTRO-INTESTINAL TRACT 


Garland, L. H.: Gastric Motility. Brit. J. Radiol., 
1929, ll, 233. 

By “gastric motility” is meant that function of 
the stomach which deals with the reception and dis- 
charge of food. It is generally believed that the 
sympathetic nerves inhibit gastric movements 
through the splanchnics and the vagus excites them. 
Recently it has been shown that the results of vagal 
and splanchnic stimulation depend chi: ‘ly upon the 
conditions present at the time the stimuli are 
applied. 

Pathological variations in gastric motility are 
often of considerable importance. In general it may 
be stated that delayed motility such as is mani- 
fested by a six-hour residue is very often indicative 
of a serious and usually obstructive juxtapyloric le- 
sion, and that hypermotility, indicated by an empty- 
ing time of less than two hours, is most frequently 
associated with non-obstructing lesions such as gas- 
tric cancer and postpyloric ulcer. 

The author quotes from a recent lecture as fol- 
lows: 

“It is obvious that the disorders of secretion, 
whether in excess or deficiency (of gastric juice) are 
of much less importance in the etiology of disease 
than was formerly supposed, but that movement is 
the function which plays the most significant part 
in the maintenance of health and the causation of 
disease.” Joun W. Nuzum, M.D 


Friedenwald, J., and Morrison, T. H.: Unusual 
Types of Pyloric Obstruction. South. M.J., 1929, 
XXll, 431. 


The authors classify cases of pyloric obstruction 
into two main groups: those in which the stenosis is 
produced from without and those in which it is 
produced by a condition within the pylorus. 

In Group 1, the adhesions causing the stenosis 
are ordinarily perigastric or pericholecystic. Peri- 
gastric adhesions localized at the pylorus may result 
from gastric or duodenal ulceration, gall-bladder 
lesions, malignant disease, pancreatic disease, epi- 
gastric hernia, traumatism, and operations. 

In Group 2, the stenosis may be of the hyper- 
trophic type or due to a spastic condition associated 
with a fissure, an erosion, or a mucosal ulcer at or 
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near the pylorus or to atonic dilatation of the 
stomach. 

In addition to these cases there is a small but 
definite group in which pyloric stenosis occurs as 
a result of cicatrization from ulceration, and the 
retention symptoms may disappear and the motor 
function of the stomach may be largely restored to 
normal by medical treatment alone. 

Joun W. Nuzum, M.D. 


Hundsdoerfer, B.: The Weber-Rammstedt Opera- 
tion and Loreta’s Dilatation (Weber-Ramm- 
stedtsche Operation und Loretasche Dehnung). 
Deutsche Ztschr. f. Chir., 1928, ccxii, 330. 


Although the good results obtained by the Weber- 
Rammstedt operation have brought the surgical 
treatment of pyloric spasm to the front as compared 
with the medical treatment, Foramitti and Mandl 
have again recommended Loreta’s dilatation of the 
pylorus, the results of which, to date, have been 
poor. The author rejects the latter procedure be- 
cause of its greater danger (opening of the stomach 
and prolongation of the operation) and its useless- 
ness. He states that while dilatation may be suc- 
cessful in cicatricial strictures (urethra) and stenoses 
caused by external tumors (prostatic hypertrophy) 
when they are not too narrow and the treatment 
can be continued for a sufficiently long time, in 
pyloric stenosis the spasm is always dominant and 
must recur immediately after the dilatation. The 
Weber-Rammstedt operation is never inadequate, 
as the proponents of dilatation claim, and is never 
followed by recurrence. Insufficiency occurs only 
from overdistention of the stomach, and this can be 
overcome only by gastro-enterostomy and not by 
dilatation of the pylorus. Srevers (Z). 


Aschoff, L.: Peptic Injuries of the Gastro-Intesti- 
nal Tract (Ueber die peptischen Schaedigungen des 
Magen-Darmkanals). Med. Klin., 1928, ii, 1931. 


In the development of acute ulcers and erosions 
of the stomach, mechanicofunctional and circulatory 
disturbances probably play a réle, but the most im- 
portant factor is the digestion of a circumscribed 
portion of the mucosa by the gastric juice. This has 
been proved by experiments on rats in which the 
stomach and upper portion of the duodenum were 
subjected to the action of gastric juice which was 
rendered very strong by hunger and the administra- 
tion of histamine. Such experiments led to the 
formation of ulcer in the rat’s ante-stomach which is 
lined with pavement-celled epithelium as well as in 
the duodenum. In the development of the lesion 
there is always first a superficial injury of the epi- 
thelium. Accordingly, the gastric juice first attacks 
the mucosa from the surface. When ulcers occur in 
islands of gastric epithelium in Meckel’s diverticu- 
lum they appear at the margin of these islands con- 
tiguous to the mucosa of the small intestine. 

In the stomach it is necessary to distinguish be- 
tween the “‘ Magenstrasse”’ with the pyloric portion 
(pyloric glands) and the rest of the stomach (the 
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fundus glands). A zone of pyloric glands is present 
also in the form of a ring just below the cardia. 
Analogous to these are Brunner’s glands in the 
upper part of the duodenum, which extend up to 
the entrance of the bile duct. The fundus glands are 
situated only on the greater curvature. This is the 
site of specific gastric juice formation, the source of 
the gastric juice containing hydrochloric acid and 
pepsin. All other parts of the stomach are unspecific 
regions of mucous membrane. 

Digestion by the gastric juice formed by the fun- 
dus glands occurs most frequently in the unspecific 
regions of mucosa. The mucosa of the greater curva- 
ture seems to be well protected against the effects of 
the juice. As the digesting gastric juice is continu- 
ously carried along the ‘‘ Magenstrasse”’ into the 
duodenum, this portion is especially exposed to its 
digestive action. In many cases, local circulatory 
disturbances and small hemorrhages in the mucosa 
doubtless play a réle. Such hemorrhages are not 
rare in appendicitis, abdominal operations, and 
cerebral disease, and may be caused also by emboli 
or reflex vascular spasms. However, peptic injury 
is the primary factor and hemorrhage is secondary. 

In Aschoff’s opinion, the great majority of chronic 
ulcers are due to the prolonged action of the gastric 
juice on superficial lesions in the mucosa and not to 
primary infarct formation. When the defects occur 
in the Magenstrasse they are never at rest even when 
the stomach is empty. The funnel shape of the 
stomach is due to peristalsis and pulling up of the 
penetrated muscularis mucose toward the base of 
the ulcer. It is not caused by an infarct. The tip of 
the funnel directed aborally retains the gastric 
juice. Hence, digestion of larger vessels situated in 
the depths of the funnel is favored. The digestive 
action of the gastric juice is responsible also for the 
changing of an acute ulcer into a chronic ulcer and 
its complications. 

If this theory is correct, the prophylaxis and 
treatment of ulcer must be directed chiefly toward 
rest and protection in the sense of the old Viennese 
school. Gurzeirt (Z). 


Gutmann, R. A., Jahiel, R., and Theodorescu, D.: 
Postoperative Peptic Ulcer (Das postoperative 
Ulcus pepticum). Rev. chir., 1928, xx, 725. 


In the Gosset Clinic in Paris the authors have 
observed 19 cases of peptic ulcer of the jejunum. In 
9 of these cases the first operation was performed 
elsewhere. In 2 cases the primary lesion was un- 
known; in 2, it was an ulcer on the lesser curvature; 
and in the others it was an ulcer of the pylorus or 
duodenum. All of the patients were males. 

During the period of time in which these cases 
were observed, 918 gastro-enterostomies were per- 
formed. Of these, 230 were done for cancer of the 
stomach (no case of peptic ulcer), 87 for various 
conditions such as perivisceritis (1 case of peptic 
ulcer), and 631 for ulcer. Of the 594 cases in which 
a simple gastro-enterostomy was performed, a peptic 
ulcer occurred in 9 (1.51 per cent). In the 37 cases 


in which a resection with gastro-enterostomy was 
done there were no peptic ulcers. 

The most important clinical characteristics of 
peptic ulcer are the periodicity and acuteness of the 
pain. The pain periods are like those of gastric and 
duodenal ulcer. They last for from ten days to four 
weeks and are separated by painless intervals of 
several months’ duration. The pain is much more 
severe than that of the original ulcer and occurs 
chiefly at night or during the second half of the 
night. Vomiting and hemorrhage are rare. The 
diagnosis is best made by serial roentgenography. 
By this method the authors were able to visualize an 
ulcer niche in all cases before operation. The niche 
is usually at the site of the anastomosis or in the dis- 
tal loop of bowel. It is rarely in the proximal loop. 

The treatment of peptic ulcer is first of all pro- 
phylactic. Pyloric exclusion should be avoided. 

The authors do not discuss the comparative value 
of resection and gastro-enterostomy, but state that a 
patient with a gastroduodenal ulcer is more apt to 
die after gastric resection than to develop a peptic 
ulcer after gastro-enterostomy. Peptic ulcer has no 
tendency to heal spontaneously. Its treatment must 
be surgical. When the primary ulcer has healed and 
there is no pyloric stenosis, the gastro-enterostomy 
may be undone after resection of the peptic ulcer. 
When pyloric stenosis is present, the procedures to be 
considered are: (1) excision of the peptic ulcer plus 
another gastro-enterostomy or a gastroduodenostomy 
according to the Finney method, or (2) an extensive 
gastric resection plus gastro-enterostomy. 

The article contains a tabulation of the 19 cases 
and an extensive bibliography. Wontcemutn (Z). 


Pers, A.: The Results Obtained by Resection in 
Cancer of the Stomach (Sur les résultats obtenus 
par la résection dans le cancer de l’estomac). Acta 
chirurg. Scand., 1928, \xiv, 405. 

During the period from 1904 to 1922 the author 
performed a Billroth II resection in twenty-nine 
cases of cancer of the stomach. Eight of the patients 
died. The cause of death was pneumonia in four 
cases, embolism in one case, heart failure in two 
cases, and anemia in one case. 

The site of the tumor was the pylorus in fourteen 
cases, the lesser curvature in six cases, and the’ 
pylorus and lesser curvature in nine cases. 

In nineteen cases the tumor was an adenocar- 
cinoma; in two, a solid carcinoma; in three, a simple 
carcinoma; in two, a colloidal carcinoma; and in 
two a scirrhous carcinoma. 

Of eighteen patients who survived the operation 
and died subsequently from recurrence, eleven lived 
for from two to six months; four, for from one year 
to eighteen months; and three for two years. 

A definite cure was obtained in three cases. One 
of the patients cured died at the age of seventy-one 
years, twenty-two and a half years after the opera- 
tion, and two are still alive, aged sixty-three and 
sixty-four years, thirteen and a half and nineteen 
and a half years respectively after the operation. 
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The author states that it is impossible to give a 
prognosis for operative treatment. The chief requi- 
sites for a good result are early diagnosis and 
early resection. 


Alvarez, W. C., and Hosoi, K.: What Has Hap- 
pened to the Unobstructed Bowel That Fails 
to Transport Fluids and Gas. Am. J. Surg., 
1929, vi, 569. 

The digestive tract is highly autonomous and the 
extrinsic nerves serve largely to prevent response to 
every stimulus. After vagotomy or splanchnicotomy, 
peristalsis is often so active that the animal dies of 
inanition. 

Normal peristalsis appears to follow gradients of 
rhythmicity, irritability, latent period, metabolism, 
and muscular strength, running from the duodenum 
to the terminal ileum. These gradients might theo- 
retically be reversed either by raising the irritability 
of the lower end of the gut or by depressing that of 
the upper end. 

It may perhaps be stated as a law that irritation at 
any point in the bowel tends to slow the progress 
of material coming from the stomach toward it and 
to hasten the progress of material moving caudad 
away from it. If the irritation is severe enough, the 
result is an emptying of the digestive tract both ways 
from the lesion, with vomiting and diarrhoea. 

When, in rabbits, enough turpentine was injected 
into the tissues about the ileocecal sphincter to 
produce considerable injury, the animals suffered 
from diarrhoea and the colon was emptied. The 
ileum was emptied orad and food residues were held 
back in the duodenum. Peristaltic rushes were few; 
they were difficult to start and were slowed and 
stopped in the lower bowel. 

The whole bowel was unusually sensitive to 
faradic stimuli, and in most of the experiments the 
normal gradient in irritability, from the duodenum 
to the ileum was reversed. With increased irritabil- 
ity of the bowel the latent periods were shortened, 
and the fact that this change was more marked in 
the lower part of the ileum than in the duodenum 
caused the normal gradient (in latent period) to be 
flattened. 

Segments of gut excised from the injured animals 
and placed in warm aerated Locke’s solution be- 
haved normally, showing that the failure of the 
bowel to pass its contents onward was not due to 
injury to the muscle. 

Chemical injury to the ileocecal region in animals 
with vagi and splanchnics cut and much of the 
conducting system in the bowel degenerated still 
produced back-pressure in the small bowel and 
marked slowing of rush waves. This observation 
suggests that the flattening of gradients has some- 
thing to do with the failure of conduction. 

The findings of these experiments suggest that in 
the treatment of dynamic ileus, attempts should be 
made first to remove nervous inhibition, perhaps by 
splanchnic blocking or spinal anesthesia, and second, 
to restore the normal dynamic gradient by giving 
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food and by avoiding the use of morphine and 
irritation of the lower bowel. 

The various methods of inducing peristalsis post- 
operatively are briefly reviewed. 


Morton, J. J.: The Differences Between High and 
Low Intestinal Obstruction in the Dog: An 
Anatomical and Physiological Explanation. 
Arch. Surg., 1929, Xvili, 1119. 

As shown by tests made in the duodenum and 
ileum of the dog, high intestinal obstruction is more 
toxic than low intestinal obstruction. The author 
offers the following explanation: 

1. There is a greater capillary bed in the duode- 
num which may take up and retain larger amounts 
of toxin than a similar loop of ileum. 

2. The fluid-secretion rate is much greater in the 
duodenum than the ileum, the intra-enteric pressure 
in the duodenum being therefore greater. 

3. The possibility of pressure necrosis is greater 
in the duodenum than the ileum. 

4. The increased intra-enteric pressure squeezes 
out the retained toxins into the general circulation 
more quickly than the body can detoxify them. 

5. Insimultaneous, equal closed-loop obstructions 
of the duodenum and ileum with a lethal outcome, 
perforation, if it occurs, always takes place in the 
duodenum rather than the ileum, this indicating the 
greater secretory hydrostatic pressure developed in 
the high segments of the intestine. 

Samuet Kaun, M.D. 


Copher, G. H., Stone, C. S., and Hildreth, H. R.: 
The Use of Bacillus Welchii (Perfringens) Anti- 
toxin in Experimental General Peritonitis and 
Intestinal Obstruction. Ann. Surg., 1929, 1xxxix, 


641. 

et ny M. A., White, J. C., and Lawson, G. M.: 
The Rdéle of the Bacillus Welchii in Acute In- 
testinal Obstruction. Surg., 1929, 1xxxix, 
647. 

CopHer, SToNE and Hivpretn believe that 
anzrobic as well as ezrobic bacteria play a réle in the 
production of the toxemia of intestinal obstruction 
In experiments on dogs with acute general peri- 
tonitis and intestinal obstruction they were able to 
prolong life by the use of bacillus welchii antitoxin. 
According to both their own experimental work and 
that of Williams, a further trial of bacillus welchii 
antitoxin is warranted in clinical cases of acute 
general peritonitis and intestinal obstruction. They 
therefore conclude that the early and adequate ad- 
ministration of the antitoxin should be employed in 
addition to surgical intervention as a supplement 
to such well-established methods of treatment as 
lavage and the copious administration of saline and 
dextrose solutions to combat hypochloremia, star- 
vation, and dehydration. 

From their findings in experiments on cats in 
which a loop of intestine was closed and its veins were 
ligated, McIver, Wuite, and Lawson conclude that 
although the bacillus welchii was present in the ob- 
structed loop in large numbers, it did not play an im- 
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portant part in the production of the fulminating 
toxemia. They believe caution is necessary in 
accepting the bacillus welchii as the chief agent in 
the types of intestinal obstruction in man which are 
characterized by toxemia, and emphasize that the 
use of bacillus welchii antitoxin in the treatment of 
such cases is still to be considered in the experi- 
mental stage. SAMUEL Kann, M.D. 


Daniels, A.: Chronic Intestinal Invagination 
(Chronische Darminvagination). Arch. f. klin. Chir., 
1928, cliii, 16. 


Acute intussusception is relatively frequent in 
children but rare in adults, whereas chronic invagi- 
nation of the bowel is more common in adults than 
in children. Chronic invagination has been attrib- 
uted to spasm and to paralysis, but paralysis is 
considered the more probable cause. According to 
Fromm, spastic ileus with subsequent invagination 
may be produced by abdominal contusions, intesti- 
nal worms, ulcers, colitis, tumors, and, in rare in- 
stances, hysterical cramps. Important signs of the 
condition are tenesmus with the passage of blood 
from the anus, a sausage-shaped tumor in the ab- 
domen, and evidences of intestinal obstruction. 
Fever and rigidity of the abdominal wall are usually 
absent at the outset. The condition varies in its 
duration, but has been known to persist for 
years. 

When possible, the treatment should be resection. 
This is not advisable in all cases, however, since 
there are instances in which an ileocecal fistula will 
be more satisfactory. Recurrences after operation 
are uncommon. Fixation of the bowel is not con- 
sidered necessary. 

The author reports three cases operated upon in 
the Hedwig Hospital in Berlin since 1922. One 
patient died and two recovered. In one case the 
condition was due to the implantation of tubercu- 
lous nodules, and in another, to a carcinomatous 
tumor. In the third, the cause could not be dis- 
covered. Riess (Z). 


De Vadder: A Study of Duodenal Stasis (Etude sur 
la stase duodénale). Rev. de chir., Par., 1928, xlvii, 
477- 


The author reports thirty cases of duodenal stasis 
in detail and discusses the X-ray findings and the 
anatomical basis of the condition. 

Duodenal stasis has no definite clinical symptoms. 
It usually suggests gall-bladder or gastric disease and 
requires a thorough X-ray study for its diagnosis. 

Operation was performed in twenty-eight of the 
thirty cases reviewed by the author. Pylorospasm 
was found in eighteen. In three, there was an ulcer 
of the stomach or duodenum. The stomach reacts to 
the pylorospasm by hypertonia and hyperistalsis or 
by atonia with phases of violent contraction. In 
either event the peristaltic waves are arrested at the 
pylorus, and if the spasm persists during the exami- 
nation the state of the duodenum cannot be deter- 
mined. 
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X-ray study shows that stasis affects the bulb and 
first portion of the duodenum or the second and 
third portions. The first type is termed by the 
author ‘‘superior duodenal stasis,’’ and the second 
type, ‘‘inferior duodenal stasis.’”’ The two types may 
exist simultaneously, the entire duodenum proximal 
to the crossing of the superior mesenteric artery 
being dilated (total stasis), or may be separated so 
that the duodenum has an hour-glass appearance. 

In fourteen cases of superior duodenal stasis in the 
series reviewed periduodenitis with adhesions was 
found at operation. In seven, the stasis was not 
revealed by fluoroscopic examination. 

Inferior duodenal stasis occurred in eighteen of the 
cases reported. In all but four there were periduode- 
nal lesions affecting the first portion of the duode- 
num. In one case the stasis disappeared in the 
ventral position, and in another it disappeared in the 
genupectoral position. At operation the duodenum 
seemed to be compressed by the superior mesenteric 
pedicle in only six cases. 

Two varieties of inferior stasis are distinguished. 
The first is due to compression by the mesenteric 
artery and is relieved by the genupectoral position. 
The second is due to periduodenitis and is not 
relieved by the genupectoral position. The author’s 
single case relieved by the genupectoral position 
showed periduodenal lesions at operation, contrary 
to the usual findings in such cases. 

The lesions associated with duodenal stasis are 
nearly always the same—inflammatory adhesions 
between the liver, gall bladder, duodenum, and 
colon, and, beneath these, adhesions immediately 
about the duodenum which are of more importance. 
The duodenum is dilated. When the third portion 
is examined by raising the colon the dilatation is 
seen to be proximal to the superior mesenteric 
artery. 

The stomach may show ptosis or dilatation or 
both. The ptosis is best revealed by the horizontal 
position of the pyloric ring. 

Many of the duodenal adhesions have a definite 
anatomical origin. They represent abnormal devel- 
opment of the right portion of the cavity of the great 
omentum. To this is added an inflammatory ele- 
ment. The adhesions extend from the lesser omen- 
tum over the duodenum to the great omentum. : 

Other adhesions may extend from the inferior sur- 
face of the right lobe of the liver over the second 
portion of the duodenum to the upper surface of the 
mesocolon. Again, the first angle of the duodenum 
may be adherent to the neck of the gall bladder, the 
resulting elongation of the first portion of the duode- 
num being very evident in the X-ray picture when 
the patient is in the upright position. The adhesions 
are not caused by gall-bladder disease as the gall 
bladder is always found normal. 

In ten of the cases reported the space beneath the 
superior mesenteric pedicle was restricted, this re- 
striction offering an obstacle to evacuation of the 
duodenum. In four cases the obstruction was not 
In seven 


noted in the fluoroscopic examination. 
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cases the mesenteric glands were enlarged at this 
point. 

There were three cases of hyperplastic peritonitis 
of which the periduodenitis was only a part. 

The réle of these various adhesions does not seem 
to be purely mechanical. In most cases the asso- 
ciated inflammation seems to be the important factor 
in the causation of the stasis. The infection probably 
has its origin within the duodenum. When the intes- 
tinal pedicle is found to press on the duodenum the 
original lesion appears to be an inflammation of the 
mesentery. In seven of the cases reported a lymph- 
adenopathy was present, and in ten cases of this 
group an intra-abdominal lesion had been or was 
still present. The most common intra-abdominal 
lesion was appendicitis. As the lymphatic drainage 
of much of the intestine passes by the superior intes- 
tinal pedicle, this inflammation of the base of the 
mesentery is easily explained. 

The operation indicated in the treatment of duode- 
nal stasis is gastropyloroduodeno-enterostomy. The 
technique is not described. 

ALBERT F, DeGroat, M.D. 


Scott, W. J. M.: The Relationship of Non-Absorb- 
able Suture Material to Jejunal Ulcer: An 
Experimental Study. Arch. Surg., 1929, xviii, 
1584. 

Scott states that jejunal ulcers are not caused 
by non-absorbable suture material. Although when 
they began to appear as complications of gastro- 
enterostomy, non-absorbable sutures were some- 
times discovered in their bases and sometimes the 
suture, partially cast off, was still adherent in the 
region of the ulcer, the retained suture frequently 
had no connection with the ulcer and in over one- 
half of the cases the ulcer was away from the suture 
line. The discovery of such a foreign body in the 
base of a jejunal ulcer was so impressive that little 
thought was given to whether the non-absorbable 
suture caused the ulceration or was merely exposed 
as the result of the ulceration. 

A careful analysis of the clinical evidence does not 
substantiate the commonly accepted view that the 
use of non-absorbable sutures increases the inci- 
dence of jejunal ulcer. Ulcers have been found 
following the use of both kinds of sutures, and when 
non-absorbable sutures were employed the ulcer 
was at some distance from the suture. In the early 
days, gastro-enterostomy was accompanied by ex- 
clusion of the pylorus, and it is now recognized that 
this combination is followed by a much higher inci- 
dence of jejunal ulcer than gastro-enterostomy alone. 

At first, when the complication of jejunal ulcer 
required re-operation, most surgeons undid the 
original anastomosis and made a new gastro-enter- 
ostomy with catgut. The second gastro-enteros- 


tomy was commonly followed by a new jejunal 
ulcer. Today when operation is necessary in a case 
of jejunal ulcer, nearly all surgeons advise doing 
away with the gastro-enterostomy and either recon- 
structing the original gastro-intestinal pathway or 
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performing a gastric resection. This opinion is itself 
strong evidence that the non-absorbable suture ma- 
terial used in the first operation was not the cause 
of the jejunal ulcer; otherwise the formation of a 
new anastomosis with the use of catgut alone would 
be a satisfactory operation to cure the complication. 

In experiments on dogs in which the author pro- 
duced ulcers similar in their pathological appearance 
and their development to those occurring after 
gastro-enterostomy in man, it was found that the 
presence of silk suture material retained in the anas- 
tomosis did not affect the localization of the process. 
Although an ulcer formed at a distance of only from 
1 to 2 cm. from the line of anastomosis, and in one 
instance after a secondary operation the edge of the 
ulcer was only 2 mm. from the line of anastomosis, 
in no case did ulceration develop about the retained 
suture. 

The author concludes that there is no convincing 
evidence, either clinical or experimental, militating 
against the use of non-absorbable sutures in gastro- 
intestinal operations. Howarp A. McKnicat, M.D. 


Newton, F. C.: Acquired Diverticula of the Colon: 
A Study of the End-Results in Forty-Four 
Cases. Arch. Surg., 1929, xviii, 1339. 


Acquired diverticula of the colon may give rise to 
such serious complications that even their incidental 
discovery calls for careful prophylactic measures 
and medical supervision. The importance of the 
establishment of regular and spontaneous evacua- 
tion to prevent inspissated bits of faces from be- 
coming lodged in the diverticula should be em- 
phasized. Frequent efforts to change or improve 
the intestinal flora reduce the chance of infection 
within the pouches. Mineral oil taken regularly will 
help to prevent constipation and consequent strain- 
ing at stool with its very undesirable increase in 
intracolonic pressure. High pressure enemas should 
never be given. A surgical emergency may develop 
at any moment, but even on the appearance of the 
signs of inflammation and a tender mass, conserva- 
tive measures may be sufficient to overcome the 
acute attack. Surgical intervention before abscess 
formation can do very little good. 

When true diverticulitis develops, plans should be 
made for operation at a suitable time. Resection 
should be done if possible. If the disease is spread 
over a wide area, a colostomy or anastomosis around 
the affected bowel may be the only feasible solution 
of the problem. In the serious cases complicated by 
fistula, abscess, or local peritonitis, simple drainage 
of the infected area is the only procedure permissible. 

Howarp A. McKnicut, M.D. 


Renander, A.: The Value of Roentgen Diagnostics 
in Cancer Coli. Acta chirurg. Scand., 1928, \xiv, 
417. 

This article is based on fifty-three cases of cancer 
of the colon which were examined roentgenologically 
and operated upon at the Serafimerlasarettet during 
the period from 1914 to 1926 and ten cases in which 
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the roentgenological examination was indicative of 
tumorous infiltration of the intestine but no cancer 
was found. 

A comparison is made of the reliability of the 
clinical findings on the one hand and the roentgen 
findings on the other. The findings of both the 
clinical and roentgenological examinations were re- 
garded as positive when a diagnosis of cancer, 
tumor, infiltration, intestinal obstruction, or or- 
ganic stenosis was made. From this point of view 
the roentgenological examination was positive in 86 
per cent of the cases and the clinical examination 
in 56 per cent. In the operable cases the roent- 
genological examination was positive in 91 per cent 
and the clinical diagnosis in 48 per cent, whereas in 
the inoperable cases, the roentgenological examina- 
tion was positive in 82 per cent and the clinical 
examination in 70 per cent. In the advanced in- 
operable cases in which roentgenological examina- 
tion yielded uncertain results the clinical examina- 
tion was positive. 

The methods therefore supplemented each other. 
Of the total number of fifty-three cases of cancer 
only two came to operation with a doubtful diag- 
nosis after combined roentgenological and clinical 
examination. The clinician receives most aid from 
roentgenological examination in cases of operable 
tumors of the sigmoid, transverse colon, and cecum 


Newton: Carcinoma of the Colon. JN. Zealand 


M.J., 1929, xxviii, 83. 

Newton reviews 81 cases of carcinoma of the colon 
admitted to the Melbourne Hospital in the period 
from 1921 to 1925. During the same period, 159 
patients with carcinoma of the stomach, 2 with car- 
cinoma of the appendix, and 3 with carcinoma of the 
rectum entered the institution. 

The site of the cancer of the colon was the cecum 
in 8 cases, the ascending colon in 1 case, the hepatic 
flexure in 4 cases, the transverse colon in 8 cases, 
the splenic flexure in 5 cases, the descending colon 
in 9 cases, the upper sigmoid in 15 cases, and the 
lower sigmoid in 31 cases. The average age of the 
patients was fifty-seven years. 

Massive fungating carcinomata were one and 
one-half times more common than carcinomata of 
the annular type. Ulcerative carcinomata were com- 
paratively rare. Of the growths of the fungating 
type, 41 per cent were operable, whereas of those of 
the ring type, 60 per cent were operable. The aver- 
age duration of symptoms in the operable cases 
was seven months. Acute obstruction was present 
in 44 per cent of the cases of carcinoma in the left 
half of the colon but in only 1 of 13 cases of cancer 
of the right half of the colon. All patients with 
perforation died except 1 in whom the rupture was 
extraperitoneal. 

Three out of 4 patients with cancer of the right 
half of the colon recovered following radical opera- 
tion. In cases of cancer of the left half of the colon 
in which end-to-end anastomosis was done after a 
preliminary cacostomy the mortality was 20 per 
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cent. Of 2 patients subjected to the Paul-Mikulicz 
operation, both recovered. Of 11 patients traced 
after operation 6 had died and 5 were living four, 
five, five and a half, six, and seven years respectively 
after the operation. 

The early symptoms of carcinoma of the colon 
are indefinite and frequently are not severe enough 
to cause the patient to seek medical advice. They 
consist of slight changes in the habitual action of 
the bowels and mild attacks of abdominal pain. The 
bowel habit may be interrupted by attacks of con- 
stipation or diarrhoea. It is frequently an ominous 
sign when these symptoms occur in a patient in the 
cancer age whose bowel habit has previously been 
regular. Abdominal pain is due to increased peris- 
talsis and is usually located below the umbilicus. 
Abdominal examination may reveal a tumor due 
either to a large cancer or to faces above the ob- 
struction. Visible peristalsis may be present. 
Rectal examination should never be omitted. 

Sigmoidoscopic examination is of value in cases of 
high cancer. The presence of occult blood in the 
stools and of severe anemia are very suggestive 
findings. The most valuable aid in the diagnosis is 
the barium enema. A persistent filling defect de- 
mands exploratory operation. 

The author has had no experience with radiation 
therapy in cancer of the colon. The two great 
dangers in the surgical treatment are infection from 
manipulation of the tumor and the adjacent in- 
fected bowel and leakage from the suture line. If 
the cancer involves the right half of the colon resec- 
tion of the cecum and ascending colon with lateral 
anastomosis of the terminal ileum to the transverse 
colon is the operative procedure of choice. In the 
treatment of cancer of the left half of the colon an 
operation performed in stages is necessary. The 
Mikulicz operation is the safest and gives good 
results. For severe cases of acute obstruction due 
to cancer a blind cecostomy is the best procedure. 
In the choice of operation both the local and the 
general condition must be considered. 

Joun W. Nuzum, M.D. 


Goetsch, E.: The Diagnosis and Surgical Treat- 
ment of Carcinoma of the Colon. Arch. Surg., 
1929, XViii, 998. . 

The symptoms of carcinoma of the colon are 
dependent largely upon the extent of the lesion. 

They vary from those of frank intestinal obstruc- 

tion with marked toxemia to disturbances of a very 

mild character. Among the most common symp- 

toms are lack of appetite, progressive loss of weight, 

mild colicky pains, pallor, weakness, and anemia. 

Progressive constipation is frequently but not al- 

ways present. The more advanced stages of the 

condition are associated with the appearance of 
visible peristaltic waves, nausea, and vomiting. 

Acute intestinal obstruction may be the first symp- 

tom. The absence of blood in the stools by no 

means precludes the presence of cancer of the 
colon. 
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In the diagnosis, the X-ray is of the greatest aid. 
It reveals proximal distention and stasis long be- 
fore the symptoms of obstruction develop. 

Surgical procedures should be instituted while 
the disease is still localized. In critical cases, colos- 
tomy may be the only procedure compatible with 
safety. When the growth is proximal to the middle 
third of the transverse colon the second stage of the 
operation consists in division of the terminal ileum 
and ileocolostomy with or without division of the 
transverse colon proximal to the ileocolostomy. 
When a third-stage operation is necessary, the 
growth and the excluded bowel are removed. 

In all surgical interventions on the colon the 
omentum can be used to advantage in isolating the 
small intestines from the field of operation, the 
danger of gross infection being thereby greatly 
decreased. SAMUEL Kaun, M.D. 


Gordon-Watson, Sir C.: The Treatment of Cancer 
of the Rectum with Radium. Brit. M.J., 1920, 
i, 071. 

The surgical treatment of cancer of the rectum has 
become highly standardized, but the majority of the 
patients reach the surgeon when the operable stage 
is past. For many years attempts have been made to 
cure cancer of the rectum by deep X-ray therapy or 
by the insertion into the lumen of the growth of tubes 
containing about 50 mgm. of the element. Cures 
have been most exceptional, and in many instances 
the patient’s sufferings have been greatly intensified 
by the fistula produced by the treatment. 

The author has followed the technique of Neumann 
in Brussels by needling the growth after exposing it 
freely from behind. In 1927 he reported a series of 
fifteen cases so treated with two apparent cures. In 
all of these cases a colostomy was performed and in 
some instances the growth appeared to be completely 
destroyed. More recently, the author has begun the 
intra-abdominal treatment of high rectal growths by 
the implantation of radium needles and radon seeds 
into both the growth and the areas of lymphatic 
spread. About a week after the introduction of the 
element colostomy is performed. The author believes 
there can be no doubt that occasionally an inoperable 
case may be rendered operable by the preliminary 
use of radium. 

Radical surgical excision of early rectal cancer 
cures a certain percentage of cases because the forma- 
tion of glandular and visceral metastases occurs rela- 
tively late, but early diagnosis and operation are still 
the exception instead of the rule. For all mobile 
growths in the rectum colostomy followed by peri- 
neal excision is the best procedure. The abdomino- 
perineal operation should be reserved for growths 
above the rectosigmoidal angle. The results obtained 
with radium in cancer of the cervix and cancer of the 
tongue suggest that when we learn more about the 
measurement and control of the action of radium, we 
may look for radium to displace surgery to a great 
extent in the treatment of rectal cancers. 

Joun W. Nuzum, M.D. 
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LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Hubbard, R. S., and Allison, C. B.: A Comparison 
of Tests for Bile Pigment in Serum. Clifton Med. 
Bull., Clifton Springs, N. York, 1929, xv, 88. 


The icterus index test is fairly reliable but is 
subject to error from three sources. The most 
serious source of error is the occurrence of hemo- 
lysis in the specimens. Error from this cause may 
be obviated by the use of a light filter which cuts 
out the red color of hemoglobin and allows the 
yellow of bilirubin to pass through, but the filter 
absorbs light to such an extent that its use with 
normal sera is difficult. A second source of error is 
the presence in the blood of emulsified fat particles 
which impart a milky appearance to the serum. 
Such fat particles are fewest in blood samples taken 
before breakfast, but in a few cases the blood taken 
at that time will show a starvation lipemia. The 
third source of error is the presence in the blood of 
yellow coloring matter which is not that of bile 
pigment. Carotin derived from carrots imparts a 
yellow color that cannot be distinguished by the 
icterus index test from the color of bile pigment. 
Occasionally also some of the decomposition prod- 
ucts of haemoglobin produce a yellow tinge in the 
serum. 

The Fouchet test modified for blood serum aids 
in the detection of bile pigments but is so sensitive 
that a positive test does not necessarily indicate the 
presence of abnormal amounts of pigment. 

The Van den Bergh test utilizes the diazo reaction 
and is reasonably accurate. ‘This test is of two 
types, the direct and the indirect. When the reac- 
tion to the direct test is immediate it is believed that 
the bile pigment has entered the blood because of 
obstruction of the bile ducts. When the reaction is 
delayed it is believed that the coloring substance 
has arisen in the body in some other way such as by 
increased hemolysis. When the reaction is of the 
biphasic type, both conditions are supposed to be 
present. 

In the indirect Van den Bergh test the protein of 
the serum is precipitated by alcohol and the bilirubin 
present is simultaneously extracted by that solvent. 
When the filtrate is treated with the diazo reagent a 
red color develops immediately if bile pigment is 
present. The amount of dye present is estimated 
quantitatively by comparison with a standard solu- 
tion. Quantitative analyses show the efficiency with 
which the liver removes bilirubin from the circula- 
tion. In disease of the gall bladder and bile ducts 
they indicate the degree to which bile is resorbed 
into the blood stream because of complete or partial 
obstruction. In various types of anemia they help 
to differentiate those in which an increased rate of 
blood destruction has led to the formation of un- 
usually large amounts of bilirubin. 

The authors found that when a high icterus index 
was noted but the Fouchet test was negative the 
yellow pigment was usually not bilirubin. A positive 
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direct Van den Bergh test seemed to be about as 
valuable as the Fouchet procedure in indicating the 
probable meaning of increased yellow color of the 
serum, but in general the Fouchet test was the most 
specific. The authors believe that even in the pres- 
ence of an increased icterus index a positive diazo 
reaction with a negative oxidation test is not in- 
dicative of increased bilirubin. They especially urge 
caution in attaching significance to variations in the 
direct Van den Bergh test and suggest that the 
Fouchet and icterus index procedures be carried out 
in cases showing such variations. 

None of the three tests could be safely relied upon 
to demonstrate the presence of a pathological condi- 
tion conclusively, but when the three were com- 
bined they offered fairly reliable checks upon each 
other. STANLEY H. Mentzer, M.D. 


Reinbold, J. G., and Kraaer, F. L.: The Reaction of 
Human Bile and Its Relation to Gall-Stone 
Formation. J. Exper. M., 1920, xlix, 681. 


In studies of bile aspirated from human gall 
bladders in situ during or immediately after opera- 
tion while the clamps were still on the cystic duct the 
authors found that in biliary systems free from ob- 
struction and calculi the hydrogen-ion concentration 
of bile from the gall bladder varies between 7.10 and 
7.30. In the presence of stones which produce no ob- 
struction there is no definite variation, but in the 
presence of obstruction the acidity is increased. In 
complete obstruction of the common or cystic duct 
the value is about pH 6.40. 

The increased acidity of the bile in the obstructed 
biliary system indicates that the human gall bladder 
acidifies bile as in the presence of obstruction the 
length of time that the bile is exposed to the action of 
the gall bladder is prolonged. Eart Garsipg, M.D. 


Tada, Y.: The Excretion of Dyes from the Liver 
and the Kidneys. I. Their Relation to the 
Diffusibility of Dyes. II. On the Compensa- 
tory Function of the Kidneys of Animals for 
Eliminating Dyes After the Ligation of the 
Common Duct. III. On the Compensative 
Function of the Liver in the Elimination of 
Dyes in Animals in Which the Renal Arteries 
and Veins Are Ligated. IV. On the Relation 
Between the Concentration of Dyes in the 
Blood Stream and the Concentration of 
Excreted Dyes. Acta schole med. univ. imp., Kioto, 
1928, xi, 193, 231, 243, 253. 

The author has studied the renal and hepatic 
excretion of sixty-one dyes selected from the mono- 
azo, dis-azo, triphenyl-methane, and other groups. 
The work was carried out on dogs with a biliary 
fistula (cannula in the gall bladder with the common 
duct ligated and divided) and a urinary fistula 
(cannula in the urinary bladder). The quantitative 
determinations were made by means of the Duboscq 
colorimeter. A standard dose of 1 c. cm. of 1 per 
cent solution per kilo was given by the intravenous 
route (ear vein) except in the experiments dealing 
with the excretion of large doses. 
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Twenty-four of the dyes, including eosin, phloxin, 
erythrosis, and anilin blue, were excreted entirely or 
almost entirely by the liver. Only four—azo- 
cochineal, victoria violet, acid fuchsin, and lithion- 
carmine—were excreted for the most part by the 
kidneys. The remainder were excreted by both the 
liver and the kidneys in relatively equal amounts. 

It was found that the kidney was able to excrete 
only dyes with a high diffusibility whereas the 
excretion by the liver showed no relation to the 
diffusibility. ‘The dis-azo dyes studied were excreted 
chiefly by the liver. Acid and basic dyes were usually 
excreted by both the kidney and the liver. Dyes 
having a high diffusibility were excreted faster than 
those with a slow diffusibility. A few dyes could not 
be recovered in either the bile or the urine. The 
author assumes that these were conjugated in such a 
manner that the dye property was lost. 

In experiments carried out to determine the ability 
of the liver to compensate for absence or deficiency 
of the renal excretory apparatus and vice versa, it 
was found that a dye which was normally excreted 
by both the kidney and liver appeared in the bile in 
much larger amounts if the renal vessels and ureters 
were ligated and appeared in the urine in much 
larger quantities if the common duct was ligated. 
However, the dyes, including congo-red and 
benzopurpurin, which were excreted almost solely 
by the liver and not at all by the kidney did not 
appear in the urine even in small quantities when 
the common duct was ligated. Likewise, lithion- 
carmine, which was excreted by the kidney and not 
by the liver, did not appear in the bile even if the 
renal arteries and ureters were ligated. 

When the dose of a dye which was normally 
excreted by both the kidney and liver was increased 
there was an increase in the output in both the bile 
and urine. However, the ratio of the amounts 
appearing in the bile and urine always remained 
relatively constant. The rate of excretion also re- 
mained constant as long as a given dose was used. 

WarreEN H. Core, M.D. 


Brill, S.: Glycogenolysis Due to Epinephrin in 
Hepatic Disease. Arch. Surg., 1929, xviii, 1893. 


The author presents a study of blood-sugar curves . 
following injections of epinephrin which he hoped 
would provide a method of testing one of the func- 
tions of the liver. 

Dependant on the dosage of epinephrin, a fairly 
characteristic blood-sugar curve is always obtained. 
The recent work of Mann and his associates showed 
that the hyperglycemia is due solely to the mobiliza- 
tion of glycogen from the liver as it does not occur 
in hepatectomized animals. The non-hepatic stores 
of glycogen are not acted upon by epinephrin to 
produce hyperglycemia. In severe liver disease 
there is a decrease of glycogen in the liver. This is 
indicated by the improvement which follows the 
administration of glucose. 

The foregoing facts serve as a basis for the 
author’s test. The test consists in the injection into 
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the deltoid muscle of from 5 to 10 minims of 1:1,000 
epinephrin hydrochloride and determinations of the 
sugar in samples of blood taken at quarter-hour or 
half-hour intervals for from an hour and a half to 
two hours. On the day preceding the test the 
“house diet” of the hospital is permitted. On the 
day of the test no breakfast is given. The blood- 
sugar determinations are made according to the 
method of Folin and Wu. 

Four clinical groups of subjects were selected for 
the test: (1) normal persons without evidence of 
liver or bile tract disease and free from disturbance 
of carbohydrate metabolism; (2) patients without 
demonstrable disease of the liver but with condi- 
tions which presumably might influence the liver 
adversely (for example, alcoholism without clinical 
cirrhosis, disease of the gall bladder without jaun- 
dice); (3) patients mild hepatic disease such as 
early cirrhosis or postarsphenamine jaundice, and 
(4) patients with severe hepatic disease such as 
diffuse carcinoma of the liver, extensive cirrhosis, 
etc. 

Charts are presented showing the rise in the 
blood-sugar levels following 5 and 10 minims of 
epinephrin. From a study of the charts it is ap- 
parent that the optimum dose of epinephrin was 
not determined. Groups 2 and 3 differed only 
slightly from Group 1, but a marked difference in 
the character of the blood-sugar curve following the 
intramuscular injection of 10 minims of epinephrin 
was noted between Groups 1 and 4. The total 
average rise in the normal group was 34 per cent of 
the fasting level, whereas the total average rise in 
the group with severe hepatic disease was 12 per 
cent. 

Experimental work on dogs was inconclusive as 
dogs tolerate a much larger dose of epinephrin than 
man. 

The author concludes that the test may not be of 
much clinical value as it differentiates only the 
severe types of liver disease. 

E. LicutensteIn, M.D. 


Faltin, R.: Cyst of the Liver (Leberzyste). Acta 
chirurg. Scand., 1928, lxiv, 375. 


The author reports the case of a woman forty-four 
years of age who accidently discovered an indolent 
tumor in the upper part of the abdomen on the 
right side. At exploratory laparotomy performed 
in July, 1923, a large cystic tumor was found on the 
under-surface of the right lobe of the liver. In 
February, 1924, enucleation of the cyst was done. 
The cyst was medial to the gall bladder and con- 
tained about a liter of chocolate-colored liquid. 
Hemostasis was affected by suturing the walls of 
the wound cavity together. The operation was 
followed by the secretion of a large quantity of 
bile-colored fluid and an irregular fever. Healing 
occurred after about two months. 

Microscopic examination showed that the inner 
wall of the cyst was covered by a single layer of 
epithelium like that of the bile ducts. External to 


this there was first a layer of connective tissue rich 
in cells, then a layer of connective tissue poor in 
cells, then a layer of irregular heaps of liver cells, 
and finally a thin capsule of connective tissue. 
Small lumina with bile-duct epithelial cells and 
heaps of liver cells were observed also in some parts 
of the third layer. The microscopic diagnosis was 
cystadenoma. 


Gasparian, G. I.: Primary Tumors of the Liver 
(Ueber die primaeren Lebergeschwuelste). Arch. 
f. klin. Chir., 1928, cliii, 435. 

Of the various primary tumors of the liver, cystade- 
noma is described in greatest detail as it is the 
most common form. Reports of operations for 
cystadenoma have considerably increased in number 
in recent years. The author reviews ninety-seven 
cases, including three treated in Fedorov’s clinic and 
two cases of suppurating cysts. He discusses the 
pathological anatomy on the basis of the literature 
and the findings of his own investigations. He re- 
jects the classification of cystadenomata into the 
solitary and diffuse forms as he recognizes only a 
diffuse form. 

Radical operation alone prevents the formation of 
fistula. Gasparian states that the cause of the cyst 
formation is a dysontogenetic factor to which, for 
some unknown reason, a neoplastic process is added. 
Cyst formation cannot occur without both factors. 
The tumor is more common in women than in men, 
and occurs most frequently between the ages of 
forty and sixty years. The clinical picture is indefi- 
nite, variable, and not typical. Therefore only a pre- 
sumptive diagnosis can be made, and the tumor is 
usually first recognized at operation. 

The author reports also upon nineteen cases oper- 
ated upon for cavernoma of the liver, including one 
treated by Fedorov. He believes that the cause of 
this tumor is an embryological malformation of a 
vascular region of the liver supplemented by a neo- 
plastic process. 

The clinical picture and pathogenesis of adenoma, 
adenocarcinoma, and carcinoma of the liver and the 
relation between hepatic chirrhosis and neoplasia are 
discussed on the basis of four of the author’s cases of 
tumor of the liver. The literature on the subject is 
reviewed. Coimers (Z). 


Walton, A. J.: The Surgical Treatment of Recur- 
rent Cholelithiasis. Brit. J. Surg., 1929, xvi, 668. 


The ideal surgical procedure in cholelithiasis is re- 
moval of the gall bladder followed by exploration of 
the common duct from within and dilatation of the 
papilla. After such treatment there is very little 
chance of recurrence. In some cases, however, the 
patient’s condition may prevent an ideal operation. 
When biliary calculi are re-formed, surgical treat- 
ment is again necessary, and as the operation is often 
prolonged, careful pre-operative preparation is essen- 
tial. 

The author operates for recurrent cholelithiasis 
under ether anesthesia and through a long right 
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rectus incision. Pathological conditions are neg- 
lected until adhesions have been separated and 
normal anatomy has been restored. After the ab- 
dominal cavity has been packed off with three 
pads, the cystic, hepatic, and common bile ducts are 
identified and the cystic duct and artery are clamped 
separately, the former close to the common duct. 
The common duct is then explored through an 
enlargement of the opening in the stump of the 
cystic duct. This is best done before the gall bladder 
is removed and may be very difficult if the common 
duct is contracted. When there is any doubt as to 
whether the duct has been exposed, a small hypo- 
dermic needle is inserted into it and an attempt is 
made to obtain bile. The common duct is explored 
with a small forceps which is introduced through the 
duodenum and gently dilates the papilla. An im- 
pacted calculus in the ampulla sometimes necessi- 
tates incision into the second part of the duodenum. 

The chief indication for drainage of the common 
duct is the presence of infection within it. When the 
infection is mild, the opening in the duct is carefully 
closed and a drainage tube inserted down to the fora- 
men of Winslow. When the infection is more serious, 
a small catheter is sutured into the opening of the 
common duct with fine catgut. 

In the after-treatment, morphine is given in 
amounts sufficient to control the pain and % pint of 
water is administered by rectum every three or four 
hours. Water is considered preferable to saline so- 
lution. Cathartics are contra-indicated as nothing 
is so likely to induce ileus as the early administration 
of pituitary extract or calomel. Satisfactory evacua- 
tion of the bowels is usually obtained by an enema on 
the third postoperative day. 

The drainage tube passing down to the foramen 
of Winslow is shortened on the third day and re- 
moved on the fifth day if there is no biliary drainage. 
A small drainage tube prevents serious complica- 
tions when there is biliary leakage. When this tube 
is removed early, the wound heals readily and its 
site cannot be distinguished by the time the patient 
leaves the hospital. 

A drainage tube is kept in the common duct for 
ten days. After its removal a small amount of bile 
sometimes escapes for several days. 

Cyrit J. M.D. 


Okada, S., Kuramochi, K., Tsukahara, T., and 
Ooinoue, T.: Pancreatic Function. IV. The 
Humoroneural Regulation of the Gastric, 
Pancreatic, and Biliary Secretions. Arch. Int. 
Med., 1929, xliii, 446. 

The normal gastric secretion is due to two factors. 
The first and most important is a nervous stimulus 
determined by the vagus through stimulation of the 
mucous membrane of the mouth or the arousing of 
appetite in the higher centers of the brain. The 
second factor, which provides for the continued 
secretion of gastric juice long after the mental effects 
of a meal have subsided, is a chemical process de- 
pending on the production in the pyloric mucous 
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membrane of a specific substance or hormone, 
gastric secretion or gastrin, that, acting as a chem- 
ical messenger to all parts of the stomach, is ab- 
sorbed into the blood and causes activity of the 
various secreting cells in the gastric glands. 

Watery extracts of the liver injected subcuta- 
neously into dogs cause a rapid increase in pan- 
creatic secretion. Epinephrin inhibits the secretion 
of digestive juices whereas insulin accelerates it. 
The mechanism of this inhibitory and excitatory 
action is unknown. 

In studies made on patients with cancer of the 
stomach it was demonstrated that insulin stimulates 
primarily the pancreatic and biliary secretions. It 
was found also that hypoglycemia stimulates the 
secretion of these juices when insulin is injected. 
Hyperglycemia, on the other hand, stops pan- 
creatic and biliary secretion almost entirely, render- 
ing the gastric contents achlorhydric. In the 
authors’ opinion, the stimulation of the secretory 
centers by hypoglycemia is carried to the reacting 
tissue cells through the parasympathetic nervous 
system, while the inhibitory impulse of hypergly- 
cemia is transmitted through the sympathetic 
nervous system. It is probable that when hyper- 
glycemia is induced by the absorption of too much 
nourishment the secretion of digestive juices is 
arrested by inhibitory stimuli and further digestion 
and resorption are inhibited until the normal level 
of the sugar content of the blood is restored. The 
authors believe this regulatory mechanism is humor- 
oneural. The regulation of the secretion of saliva, 
on the other hand, is entirely nervous. 

The humoroneural regulation has been demon- 
strated also in persons with diabetes mellitus, differ- 
ing from the normal in such persons only in the 
manner of entrance of the impulses. 

The authors believe that the humoroneural regu- 
lation and the humoral mechanism of Bayless and 
Starling play parts without interfering with one 
another, and that at the stage of inhibition by 
hyperglycemia there is no occasion for the humoral 
mechanism to function. On the other hand, the 
pancreatic secretion is not necessarily disturbed by 
altered gastric secretion, a fact that demonstrates 
that the humoroneural regulation alone, without 
the secretin mechanism, is sufficient to excite the 
secretory glands of the pancreas. 

The conclusion is drawn that hyperglycemia 
inhibits the secretion of the digestive juices and that 
hypoglycemia accelerates it. A rush of dextrose 
into the circulatory system gives rise to an impulse 
inhibiting both the secretion of the digestive juices 
and motility so that a feeling of repletion results. 
The subject then refuses food, and if food is ad- 
ministered there is no direct secretion of gastric 
juice and acid chyme is not poured into the duo- 
denum. When hypoglycemia occurs there is an 
excitatory impulse of the secretory function and of 
motility which results in hunger. The subject then 
takes food eagerly and digestion and resorption 
occur promptly. STantey H. Mentzer, M.D. 


322 INTERNATIONAL ABSTRACT OF SURGERY 


Touw, J. B. A., and Boekelmann, W. A.: Pancreatic 
Cysts (Pankreascysten). Gencesk. Bl., 1928, xxvi, 
271. 

Pancreatic cysts may be divided into true cysts, 
pseudocysts, and hydatid cysts. The true cysts 
include retention cysts, cysto-epitheliomata with 
proliferation of the epithelium of the acini or ex- 
cretory ducts, and the rare congenital cysts. Pseudo- 
cysts are often formed by softening in fat necrosis 
or tumors, by auto-digestion after trauma, and by 
the ‘escape of blood and pancreatic juice into the 
omental bursa. They are usually of traumatic origin. 
Hydatid cysts are rare as the pancreas is involved 
in only 1 per cent of cases of echinococcus infection. 

The causes of cysts are: (1) chronic and acute 
inflammations following gastroduodenal catarrh, 
bile-tract diseases, the perforation of gastric and 
duodenal ulcers into the pancreas with subsequent 
occlusion of the excretory duct, (2) trauma, (3) 
neoplasms, and (4) the echinococcus. 

The pathogenesis of the cysts is not entirely clear. 
Pure retention cysts have never been observed nor 
produced experimentally. As a rule, epithelium is 
absent. The retained secretion destroys the walls, 
and the latter are replaced by inflammatory tissue. 
Small cysts become confluent as, for example, in 
chronic pancreatitis. Traumatic cysts usually arise 
within three months after the injury, usually a blunt 
trauma to the upper abdomen. Many of the cysts 
are encapsulated blood extravasations in the omental 
bursa, but according to Koerte, true cysts may be 
caused also by trauma followed by chronic inter- 
stitial pancreatitis leading to occlusion of the ex- 
cretory duct. Obstructed excretion and obstructed 
absorption work together. Lazarus confirmed this 
view by experiments. 

Honigmann, on the basis of his autopsy protocols 
classified pancreatic cysts into the following groups: 
(1) the peripancreatic, those formed in the omental 
bursa, (2) the parapancreatic, those formed under 
the peritoneal covering of the gland, and (3) the 
endopancreatic, those formed within the gland sub- 
tance. He never found an endothelial or epithelial 
lining of the inner wall. Cysts formed by softening 
in necrotic areas were also observed by him. 

Pathologico-anatomical studies of cysts removed 
by operation are rare since as a rule the cyst is sewed 
into the wound in the abdominal wall. Biopsies of 
the cyst walls reveal varying pictures. At autopsy, 
glands with multiple small cysts are repeatedly 
found. These may arise from any portion of the 
gland. Large cysts appear most frequently in the 
body or the tail of the organ. The large cysts, which 
are usually broad based and rarely pedicled, may 
contain as much as 26 liters of fluid. The rapidity 
of growth is variable. As a rule the wall is smoothly 
covered with peritoneum. Internally, the cysts are 
smooth walled and often multilocular. Metastatic 
epitheliomata occur. Usually the epithelium of the 
inner surface is destroyed. The contents are light 
or dark in color, depending on the amount of blood 
pigment present. Blood does not prove that a cyst 


is of traumatic origin. The consistency of the cyst 
contents is variable, but is usually mucoid. In 
about a third of the cases the cysts contain pan- 
creatic ferments, most often the diastatic, next most 
often the lipolytic, and least often the tryptic. The 
contained blood seems often to check the activity 
of the ferments. 

Boekelmann reports eleven of his own cases. He 
states that the cysts occur with equal frequency in 
both sexes. Trauma seems to be the cause in only 
30 per cent of the cases. The history is not charac- 
teristic. Except in cases of trauma, it points to the 
underlying disease which gave rise to the chronic 
pancreatititis. Pain is present, and often is asso- 
ciated with attacks of vomiting. Dyspeptic symp- 
toms and loss of weight are common. Fever is rare. 
The Loewi test (dilatation of the pupils after the 
instillation of adrenalin into the conjunctival sac) 
is unreliable for diagnosis. Ferment tests in the 
stools, serum, and urine, which should indicate pan- 
creatic function, are of limited value. 

The clinical findings are important. Lazarus 
divides the cases into the following five types. 

1. The gastrohepatic type, in which the cysts 
develop between the liver and the lesser curvature 
of the stomach. This type is rare. 

2. The retroventricular type. 

3. The gastrocolic type, in which the cyst forms 
in the omental bursa. This is the most common 
type. 

4. The mesocolic type, in which the cyst develops 
in the transverse mesocolon and is easily mistaken 
for an ovarian cyst. 

5. The prevertebral type, in which the cyst de- 
velops from the head of the gland in front of the 
spinal column and extends downward. 

Roentgen examination with inflation of the colon 
and a contrast meal in the stomach often gives good 
pictures. Sometimes inflation of the stomach and 
colon will suffice. The most common location of 
the cyst is in the epigastrium or the left hypochon- 
drium. The demonstration of fluctuation is im- 
portant but is not always possible. Pancreatic 
cysts have been confused with renal, adrenal, and 
hydronephrotic tumors. Ureteral catheterization 
may be misleading because of pressure of the tumor 
on the ureter. Retroperitoneal malignant tumors 
may simulate a pancreatic cyst. Once an aneurism 
of the abdominal aorta was mistaken for a cyst of 
the pancreas. In five cases reported in the litera- 
ture, a pancreatic cyst was diagnosed as an ovarian 
cyst although pancreatic cysts usually leave the 
iliac fossa free. In the differential diagnosis it is 
necessary to rule out also echniococcus cyst of the 
left lobe of the liver. Cysts of the mesentery and 
omentum are much more mobile than cysts of the 
pancreas. Exploratory puncture is dangerous. 

The prognosis without operation is unfavorable. 
In the operative treatment, total excision, partial 
excision, and incision with drainage come into con- 
sideration. According to Mueller, a cure is obtained 
by total excision in 64 per cent of the cases, by 
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partial excision in 78 per cent, and by incision with 
drainage in 90 per cent. Total extirpation is in- 
dicated particularly for carcinomata and cystadeno- 
mata. When drainage is established a fistula not 
infrequently persists. The fistula may be treated 
by diet (carbohyd:ate-free, Wohlgemut), radium 
irradiation,! or extirpation or implantation of the 
fistulous tract into the stomach. Drainage may be 
followed also by suppuration of the cyst. The 
author observed a fistula after drainage which com- 
municated with the bowel by way of the pancreatic 
duct. Regulation of the diet brought about re- 
covery. In the case of a man twenty-nine years of 
age the author saw the development of severe 
diabetes as a late result. 

Boekelmann’s eleven cases are reported with 
diagrams showing the location of the cysts. 

JANKE (Z). 


Straus, D. C., and Tumpeer, I. H.: Subcutaneous 
Traumatic Rupture of the Spleen, with the 
Report of a Case. Surg. Clin. N. Am., 1929, ix, 345. 


It is very rarely possible to make a positive pre- 
operative diagnosis of subcutaneous rupture of the 
spleen. This is true particularly in the severe cases 
which demand immediate operation. 

The type of surgical treatment is determined to 
some degree by the type of the injury. 

Central contusion ruptures may result in trau- 
matic splenomegaly, the formation of encapsulated 
hxematomata with secondary rupture into the peri- 
toneal cavity with serious late intraperitoneal ham- 
orrhage. In cases of such injuries, sometimes known 
as ‘‘two-stage ruptures,” the symptoms are usually 
mild after recovery from the initial pain of the con- 
tusion and the shock until the subcapsular hema- 
toma breaks through the capsule. The patient is 
then suddenly seized with severe abdominal pain, 
collapses rapidly, becomes anaemic, vomits, and de- 
velops marked abdominal rigidity. This may not 
occur until from one to two weeks after the injury. 

Peripheral subcapsular tangential contusions due 
to scraping result in the formation of subcapsular 
hamatomata and blood cysts which later may sup- 
purate. The hematoma forms beneath the resistant 
capsule which may be loosened in one or more points. 
As the haematoma enlarges and exerts more and 
more pressure on the capsule, the capsule is likely to 
rupture and become further stripped off. 

In some cases there may be an isolated tear of the 
capsule. ‘Tears involving the capsule and parenchy- 
ma may be superficial or complete or extend through 
the entire thickness of the organ. Other types of 
injury are isolated tearing away of one pole of the 
spleen, incomplete or complete tearing away at the 
hilus, and isolated tearing of the splenic vein or 
artery or both. 

The symptoms of traumatic rupture of the spleen 
are those of injury to an intraperitoneal organ or of 
hemorrhage. As a rule there are no external bruises. 
Shock is usually marked at the outset but may be 
ahsent. It recurs as the result of haemorrhage. Ab- 


dominal pain is practically always present. At first 
it is localized chiefly to the left side of the abdomen, 
but later it becomes genetalized. As a rule vom'ting 
occurs. Abdominal rigidity is marked. Tenderness 
is noted on pressure. Percussion reveals dullness 
radiating from the spleen and gradually increasing in 
extent. Dullness in the left flank is a sign of impor- 
tance. Later, the symptoms of hemorrhage—pallor, 
a rapid weak pulse, and leucocytosis—dominate the 
picture. 

The differential diagnosis from internal hamor- 
rhage from other causes and from beginning peri- 
tonitis due to rupture of the stomach or intestine is 
difficult and often impossible. 

The treatment is immediate operation. It is rarely 
advisable to wait for subsidence of the shock. In the 
authors’ cases operation is performed under ethylene 
anesthesia. As soon as the bleeding is controlled a 
subcutaneous saline infusion is given. A midline 
incision is made above the umbilicus and a trans- 
verse incision through the rectus muscle to the left, 
parallel with the intercostal nerves. Splenorrhaphy 
is indicated for superficial ruptures involving only 
the upper surface of the spleen. It is not practical in 
tears of the lower surface. For complete exploration 
of the spleen it is necessary to divide the gastro- 
splenic and phrenicosplenic ligaments. As this ren- 
ders the spleen mobile, there is danger of torsion, 
including necrosis, unless the organ is removed. The 
insertion of packing into tears is hazardous as bleed- 
ing is apt to occur when the packing is removed. It 
should be limited to slight ruptures in the cases of 
patients whose general condition is poor. 

The operation of choice is splenectomy. As a rule 
removal of the spleen is followed by a slight anemia 
persisting for years with a slight leucocytosis, but it 
does not adversely affect growth or health and does 
not lessen resistance to infection. Resistance re- 
mains normal or is increased. 

Howarp A. Mcknicut, M.D. 


Ahlbom, H.: Two Cases of Splenomegaly with 
Heematemesis Treated by Splenectomy (Deux 
cas de splénomégalie avec hématéméses traités par la 
splénectomie). Acta chirurg. Scand., 1928, \xiv, 387. 

The author reports two cases with symptoms 
simulating those of Banti’s syndrome—splenic en- 
largement, the vomiting of blood, anamia, and 
leukopenia. Splenectomy gave a very good result 
in one case, but in the other was followed after two 
days by death. 

Histological examination of the spleen showed in 
one case the signs of hyperplasia and stasis, and in 
the other, mainly the signs of stasis. In neither was 
there the typical appearance of Banti’s spleen. 

The author discusses the etiology and patho- 
genesis of the condition with particular reference to 
the theory that stenosis of the splenic vein is the 
causative factor. The postmortem findings in one 
of the cases he reports must be considered as 
evidence against classification of the condition in 
the group of pylephlebostenoses. Ahlbom believes 
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that in many other cases also hyperplasia of un- 
known cause is undoubtedly the primary factor and 
stasis is a secondary phenomenon. 

The treatment is discussed briefly, attention being 
drawn to the insignificant effect of a preliminary 
blood transfusion given in one of the author’s cases 
prior to the splenectomy. 

In conclusion mention is made of an observation 
very rarely emphasized in the literature as a feature 
of the condition, namely, the appearance of large 
numbers of normoblasts in the blood immediately 
before splenectomy. The possible importance of 
this sign in elucidating the splenic function is being 
investigated. 


Alport, A. C.: Splenic Anemia. The Necessity for 
Early Operation. Lancel, 1929, ccxvi, 864. 


Splenic anemia is characterized by enlargement of 
the spleen, secondary anemia, leucopenia, and, as a 
rule, a relative lymphocytosis. 

Banti’s disease is a late stage of splenic anemia 
complicated by cirrhosis of the liver. Banti believed 
that the disease is a primary splenomegaly due to an 
infective agent, and that the splenic enlargement 
produces a toxin which causes the changes in the 
liver, the anemia being the result of toxemia and 
haemorrhage. 

Splenectomy is the only treatment of value, but in 
the late stages, i.e., Banti’s disease, it cannot in- 
fluence the hepatic degeneration and cirrhosis. How- 
ever, even in late cases it retards the progress of the 
condition and prolongs life provided the patient can 
endure the shock of the procedure. In the differential 
diagnosis it is absolutely essential to eliminate the 
atypical forms of leukaemia. 

The author reports two cases of Banti’s disease 
treated by splenectomy. The patients were sisters. 
In one, the liver involvement was in the early stages 
and in the other it was advanced. The former 
recovered and the latter died. The spleen of the 
latter weighed 1,700 gm., whereas the liver was 
about two-thirds the normal size. 

In early cases of splenic anemia, splenectomy is 
relatively simple, but in advanced cases it is a dif- 
ficult procedure with a high mortality. The prog- 
nosis becomes progressively more serious with the 
onset and advance of hepatic cirrhosis. While the 
removal of the spleen does not prevent the changes in 
the liver, it retards them. Therefore splenectomy 
should be performed as soon as the diagnosis of 
splenic anemia is made, provided liver tolerance 
tests show that the efficiency of the liver is not too 
greatly impaired. STaNLey H. Mentzer, M.D. 


MISCELLANEOUS 


Carrington, G. L.: Diaphragmatic Hernia. Ann. 
Surg., 1929, |xxxix, 512. 
Diaphragmatic hernia may be classified as con- 
genital, acquired, and traumatic. 
The difficulty of diagnosis is apparent from the in- 
frequency with which the condition is discovered be- 


fore operation. Operation may be performed by the 
abdominal or the thoracic route. Some difficulty may 
be experienced in reducing herniated viscera, but this 
may be overcome by inserting a stomach tube and 
maintaining proper intrathoracic pressure. 

The author reports a case of extensive hernia in a 
boy of sixteen years, the result of an automobile in- 
jury sustained nine years previously. From time to 
time the stomach and a large part of the intestines 
became incarcerated in the thorax. 

The first operation consisted of an extrapleural 
thoracoplasty under nitrous oxide anesthesia. Por- 
tions of the sixth, seventh, eighth, ninth, and tenth 
ribs were removed subperiosteally. Thereafter the 
patient had no more attacks of incarceration al- 
though the X-ray showed that the stomach and 
bowel entered the thorax. ‘Two months later, under 
Gwathmey nitrous oxide anesthesia, an incision was 
made between the eighth and ninth rib and the thorax 
opened. The stomach and bowel were then easily 
returned to the abdomen, but the spleen was securely 
attached and its removal was necessary. The hernial 
opening and chest wounds were closed securely. A 
week later fluid which collected in the left chest be- 
came purulent following an attack of septic sore 
throat and an empyema requiring drainage resulted. 

The suturing of the diaphragm held well. The pa- 
tient left the hospital at the end of three months in 
good condition, but with a thoracic sinus that re- 
quired irrigation at intervals. He had gained 18 lbs. 
and was able to lead an active normal life. 

J. Pickett, M.D. 


Collier, W., Hurst, A. F., and Sheaf, E. W.: Two 
Cases of Gastric Ulcer Associated with Congen- 
ital Diaphragmatic Hernia. Guy’s Hosp. Rep., 
Lond., 1929, xxix, 159. 

In the cases reported the diagnosis of diaphrag- 
matic hernia complicated by chronic gastric ulcer 
was made by X-ray examination and confirmed at 
autopsy. The patients were fifty-five and fifty- 
eight years old. One of them died from shock after 
an abdominothoracic operation. The other was not 
operated upon. 

The only similar case which the authors were able 
to find in a review of the literature was reported by 
Bright in 1836. Louis P. GamBEE, M.D. 


Vorschuetz: Diseases in the Upper Abdomen with 
Inflammatory Processes in the Lower Abdomen 
(Ueber Erkrankungen im Oberbauch bei entzuend- 
lichen Prozessen im Unterbauch). Zentralbl. f. Chir., 
1929, Pp. 217. 

The author believes that in most diseases of the 
abdominal viscera there are certain interrelation- 
ships, either simultaneous or consecutive. In support 
of this assumption he cites cases in which inflamma- 
tory conditions have been found in the lower abdo- 
men after the presence of disease in the upper abdo- 
men has been recognized for some time. The nature 
of this relationship is not clear and has been the 
subject of much discussion. The author has studied 
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the problem for ten years. In reporting upon his 
material he deals only with the relationship between 
the organs of the lower abdomen of the female and 
appendicitis and biliary, gastric, and duodenal dis- 
eases. 

He studied 128 cases of disease of the gall bladder 
and ror cases of gastric or duodenal ulcer. Of the 
cases of gall-bladder disease, a relationship to other 
organs, chiefly in the lower abdomen, could be de- 
termined in 74.2 per cent. Nearly all of the women 
but only 13 per cent of the men with gall-bladder 
disease were suffering also from disease in the lower 
abdomen. In the tor cases of ulcer of the stomach 
and duodenum, disease of other organs was found in 
63, the incidence of the secondary condition being 
about equal in males and females. 

Vorschuetz therefore believes that all of these con- 
ditions arise by way of the solar plexus which is 
situated at the site of origin of the coeliac and supe- 
rior mesenteric arteries and consists of the left and 
right coelic ganglia. From this ganglion there arise 
various plexuses—the paired phrenic, suprarenal, 
and spermatic, the plexus of the ovarian arteries, and 
the single superior gastric, hepatic, splenic, and supe- 
rior mesenteric plexus. The superior mesenteric has 
three branches—one to the head of the pancreas and 
the lower half of the duodenum, one to the jejunum 
and ileum, and one to the cecum, ascending colon, 
and a part of the transverse colon. The upper half 
of the abdomen is therefore supplied by the solar 
ganglion as far as the transverse colon. The ganglion 
is entered by sensory, sympathetic, and parasym- 
pathetic fibers. 

According to Vorschuetz, gastric pain associated 
with appendicitis is due to irritation of the sensory 
paths entering the ganglion or of the tissues sur- 
rounding the ganglion. The pain of organs in the 
upper abdomen is transmitted to the ganglion and 
felt there first. Accordingly, the pain of disease of 
the gall bladder, liver, pancreas, spleen, and kidneys 
is a solar plexus pain. Gastric pain is also frequently 
referred to the site of the ganglion. In such cases the 
stomach is often not painful on pressure. 

The sympathetic and parasympathetic fibers run 
centrifugally from the ganglion to the organs men- 
tioned, and pathological injury of these paths may 
cause pathological signs in the end-organs. ‘The sym- 


pathetic nervous system innervates the blood vessels 
and determines their tone, thereby regulating the 
nutrition of the cells by the blood. The parasym- 
pathetic system regulates the function of the organs. 
Any affection of the solar ganglion may cause serious 
injury of the end-organs. 

The author discusses in detail the results which 
may follow diseases of the solar ganglion. He cites a 
case in which an injury of the solar ganglion was 
caused by crushing of the first lumbar vertebra and 
the patient died from hemorrhage due to freshly 
developed gastric ulcers. Vorschuetz believes that 
ulcers may be caused by irritation of the sympathetic 
as well as the parasympathetic nerves from the solar 
ganglion which produces narrowing of the blood ves- 
sels and muscle contraction. The fact that the solar 
plexus has a right and a left coeliac ganglion he 
regards as of importance in relation to the site of 
development of gastric ulcers. The appendix and 
gall bladder affect chiefly the right ganglion. To this 
the hepatic plexus belongs. The latter supplies the 
pylorus, the horizontal portion of the duodenum, and 
the greater curvature. The splenic plexus supplies 
the fundus of the stomach. This explains the occur- 
rence of ulcers in the right half of the stomach since 
the development of such lesions is favored by irrita- 
tion from the inflamed appendix and gall bladder by 
way of the solar plexus. The sequence of conditions 
in ulcer is: (1) an inflammatory affection in the 
right side of the abdomen, (2) irritation of the solar 
plexus, and (3) irritation of the gastric wall. 

Causal therapy must remove the inflammatory 
lesion and place the solar ganglion at rest. Vor- 
schuetz has made injections of 5 to 10 per cent 
sodium chloride solution into the solar ganglion sim- 
ilar to injections into the sciatic nerve. He believes 
that the salt solution changes the osmotic conditions 
and the metabolism. For the justification of such 
treatment it is necessary for pathological changes to 
be present in the ganglion. Vorschuetz cites numer- 
ous reports of the discovery of acute and chronic 
inflammation in the ganglion. He has treated 7 
patients with beginning ulcer in the manner de- 
scribed. He recommends tke injections especially for 
pseudorecurrent colics after removal of the gall blad- 
der. In 3 cases he obtained excellent results. 

VOGELER (Z). 
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UTERUS 


Rickman, J.: On the Etiology of Prolapse of the 
Uterus. J.Obst.& Gynec. Brit. Emp., 1929, xxxvi, 70. 


Rickman attributes prolapse of the uterus to a 
constitutional predisposition plus an increase in the 
intrapelvic pressure. These may be supplemented 
by contributory factors such as weakening of the 
tissues by tearing or undue stretching during child- 
birth, subinvolution of the tissues during the puer- 
perium, or relaxation of the suspending structures at 
the climacteric. 

It is emphasized that neither predisposition nor 
an increase in the intrapelvic pressure alone will 
cause the uterus to descend or protrude. Even in a 
case of pelvic maldevelopment (with spina bifida and 
other abnormalities) in which the pelvic floor is a 
thin sheet of tissue and the suspending structures 
are very weak, prolapse will fail to occur unless the 
intrapelvic pressure is raised. Conversely, when the 
pelvic floor and suspending tissue are constitution- 
ally very strong, no amount of straining, lifting of 
heavy weights, or prolonged exertion will cause 
prolapse. Cart H. Davis, M.D. 


Bride, J. W.: A Large Fatty Tumor of the Uterus. 
J. Obst. & Gynec. Brit. Emp., 1929, Xxxvi, 83. 

Fatty tumors of the uterus are exceedingly rare. 
The tumor in the case reported by the author was 
unusually large. It was removed by supravaginal 
hysterectomy under the impression that it was a 
fibromyoma of the uterus. The patient was a woman 
sixty-three years old who had had four children. 
The last child was born twenty-nine years ago. The 
patient stated that menstruation had always been 
normal. Twelve years before she was seen by the 
author she had had a severe attack of bleeding after 
six years of amenorrhoea, and a month before she 
sthad had another attack in which the hemorrhage 
was so severe that plugging of the vagina was nec- 
essary. Swelling of the stomach had developed 
slowly over a period of years. 

The author found a large hard swelling which 
practically filled the abdomen. No complaint was 
made of pain or pressure symptoms. The patient 
was thin but not emaciated. On vaginal examina- 
tion the cervix was found small, normal, and not 
lacerated, and no bleeding occurred. 

At operation the tumor was discovered to be freely 
movable. There were no adhesions. In the peri- 
toneal cavity there were numerous floating fat 
globules. Operation was followed by recovery. 

The tumor was a nearly round mass weighing 9 
lb. and measuring 8 in. in diameter. Section showed 
it to consist of bright yellow encapsulated fat. 

Cari H. Davis, M.D. 


Kanki, Y.: Statistics of Uterine Cancer. Jap. J. 
Obst. & Gynec., 1929, xii, 12. 

The author reports a statistical study of 617 cases 
of cancer of the uterus which were operated upon at 
the Institute of Obstetrics and Gynecology at the 
Imperial University of Kyoto. These cases showed 
nothing to prove the existence of a relationship be- 
tween the number of childbirths and cancer of the 
uterine cervix. 

Cancer of the uterine cervix is most common be- 
tween the ages of thirty and sixty years. The spinal- 
cell type occurs at an earlier age than the fat spindle- 
cell type. The former often attacks the lymphatic 
glands, but very seldom affects the connective tissues 
(parametrium), whereas the latter involves the 
connective tissue more frequently than the lymphatic 
glands. Recurrence is most frequent in cancer of the 
spinal-cell type. Cart H. Davis, M.D, 


ADNEXAL AND PERIUTERINE CONDITIONS 


Gabe, W. E.: Torsion of the Undiseased Fallopian 
Tube. Arch. Surg., 1929, xviii, 1304. 

The author reports four cases of torsion of the 
undiseased fallopian tube. He states while some 
patients are acutely sick from the condition, it is 
astonishing how few symptoms and signs may be 
caused by a gangrenous mass in the pelvis. The only 
safe treatment is operation. Without operation 
there is danger of necrosis and gangrene with infec- 
tion and subsequent peritonitis, rupture with ham- 
morrhage, or cystic degeneration with fibrosis result- 
ing in chronic semi-invalidism. However, it is con- 
ceivable also that the acute torsion may subside 
completely without any sequela. The condition may 
be classified with acute appendicitis, intussuscep- 
tion, and intestinal obstruction, in which operation 
should be done as soon as the diagnosis is made. 

In the young virgin, torsion of the undiseased 
fallopian tube is rare. In the married woman it is 
uncommon but not exceedingly rare. It may be 
caused by a number of mechanical conditions not 
fully understood and must be added to the already 
long list of conditions to be thought of in the diag- 
nosis of acute conditions of the abdomen. In con- 
sidering the advisability of operation the surgeon 
should remember that the symptoms and _ signs 
often belie the severity of the pathological process. 

ROLAND S. Cron, M.D. 


Le Balle, L., and Patay, R.: Primary Epithelioma 
of the Fallopian Tube (Epithelioma primitif de la 
trompe de Fallope). Bull. Soc. d’obst. et de gynéc. de 
Par., 1929, xviii, 42. 


A woman forty-four years old complained of ir- 
regular menstruation and an increasing seromucoid 
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leucorrhoea. Exploratory curettage was negative, 
but the discharge became worse and acquired a foul 
odor. Operation revealed a left hydrosalpinx and a 
tumor the size of a large nut involving the distal 
two-thirds of the right tube. Longitudinal section 
of the neoplasm showed that it began in the region 
of the fimbria by simple proliferation of the mucosa, 
progressed to the formation of an epithelioma, and 
finally attained the extremely malignant character- 
istics of an alveolar carcinoma invading the sub- 
mucosa. The patient was free from recurrence 
sixteen months after the operation. 

In the discussion of this report, DuoAy stated that 
he had seen two similar cases in a period of six years. 
He called attention to the intermittent but per- 
sistent leucorrhoea which is an important diagnostic 
aid. Leucorrhoea of this type was present in both of 
his cases. In the first case the tumor was a cylin- 
drical epithelioma with metaplasia which was 
thought to arise in the tube, but possibly was of 
ovarian origin. In spite of operation and radium 
treatment, the patient appears moribund at the 
present time (five years since the operation). In 
the second case a diagnosis of carcinoma of the 
fundus with secondary involvement of the cervix 
was made. At operation, a large invasive cylin- 
drical epithelioma primary in the left tube was 
found. There was no evidence of recurrence after 
eight months. Goopricu C. ScHaurrLer, M.D. 


EXTERNAL GENITALIA 


Sharman, A.: A Note on Hematocolpos. Brit. M. 
J., 1929, i, 899. 

Sharman reports two cases of hematocolpos. 
The features of special interest in the first case were 
the age of the patient (thirteen years, eight and a 
half months), severe abdominal pain, probably 
caused by spasmodic contractions of the uterus, and 
epistaxis on the day before the onset of the pain. 

The features of note in the second case were very 
acute retention of urine and the complete absence 
of previous disturbances or symptoms with the 
exception of slight backache of a week’s duration. 

Ro S. Cron, M.D. 


Harris, S. H.: Urethrovesicovaginal Fistula: A 
New Operation for Restoration of the Urethra. 
J. College Surg. Australasia, 1929, i, 390. 


In the operation described by the author a U- 
shaped incision embracing the fistula is made in 
the vaginal mucosa, and by sharp dissection two 
strong vaginal flaps are raised on the outer side of 
each arm. The inner tube of the new urethra is 
then formed by uniting the edges of thisarea. This is 
done by tying No. 1 chromic catgut sutures over a 
rubber catheter passed through the fistula (Fig. 1). 

The bladder sphincter is re-formed by the intro- 
duction of deep sutures into the muscle on each side 


Fig. 1. Fig. 2. Fig. 3. 

Fig. 1. Showing the U-shaped incision (A) made 

through the vaginal mucosa and extending % in. beyond 

the fistulous orifice (B). Note the complete absence of 

the urethra. The neck of the bladder opens directly into the 
vagina. 


Fig. 2. Restoration of the urethral tube by lateral su- 
ture of the limbs of the U incision. 

Fig. 3. Re-formation of the bladder sphincter by deep 
muscle sutures which serve also to bury the first row of 
sutures. 


(Harris: Urethrovesicovaginal Fistula) 
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Fig. 4. Completion of the plastic operation. The vaginal 
flaps are top-sewn over the muscular layer. 


of the newly formed urethra and bladder neck (Fig. 
2). The final step consists in top-sewing the reflected 
flaps of mucosa (Fig. 3). The catheter is then re- 
moved, a suprapubic cystotomy is done, and a tube 
is inserted to drain the bladder for fourteen days. 
Auice F. MAaxwe tt, M.D. 


MISCELLANEOUS 


Kermauner, F.: Hamorrhages During the Men- 
arche (Blutungen in der Menarche). Wien. med. 
Wehnschr., 1928, ii, 1511. 

This article is based on a review of the literature 
of hemorrhage during the menarche and 50 cases 
of the condition occurring in 10,000 gynecological 
cases. Excluded from the discussion are 2 cases 
which were slightly suggestive of abortion; 1 case 
of florid syphilis; 2 cases with severe cystitis (and 
possibly also pyelitis); 2 cases with repeated inflam- 
mation of the throat; and 5 cases of a doubtful 
nature, probably less severe infections or trauma, 
possibly partly psychic. 

With regard to the cause, one thinks first of 
underdevelopment, although the age picture of the 
first period not infrequently suggests hyperplasia, 
and defective development of the external genitals 
and the uterus does not seem to be any more fre- 
quent in females with such hemorrhages than in 
others. The importance of the constitution and 
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race and familial factors is uncertain. Of the general 
diseases, catarrh of the apices of the lungs, endo- 
carditis, and chlorosis are mentioned. A serious 
disturbance of the cycle of ovulation usually under- 
lies the irregular genital bleeding, but the mucous 
membrane of the uterus also plays a part. Haemo- 
stasis and the variation in the severity of the bleed- 
ing must be attributed to a certain rigidity of the 
blood vessels and possibly also an abnormal vascular 
wall reaction. The few fatalities are still quite un- 
explained. The author cites a case seen in the 
Second Gynecological Clinic in 1921. 

Blood diseases (myeloid leukemia and throm- 
bopenia) and hormonal disturbances (thyroplasia, 
etc.) must be borne in mind. Occasionally, hemor- 
rhages during the menarche are produced by 
ovarian tumors. 

The prognosis is quite uncertain. It is never 
possible to foretell when the periods will become 
normal. 

The purpose of treatment is permanent regulation 
of the cycle. The tendency today is toward too 
much treatment of the ovary. More attention 
should be paid to general treatment. Determina- 
tions of the basal metabolism should be made as 
these indicate the presence of metabolic disturbances 
and disturbances in the endocrine gland system. In 
the cases of asthenic women the Jungmann pelvic 
girdle has been used with very good results. Resec- 
tion of the ovaries is absolutely rejected by the 
author. Hormone therapy is of great importance. 
Kermauner has observed no marked differences in 
the effects of various preparations (ovosan, oprotex, 
onuklex, sistomensin, ovowop, menformon, and 
luteokoniol). In light cases, treatment with iron 
and arsenic or large doses of iron (2 gm. of reduced 
iron three times daily) is sufficient. In hypothyroid- 
ism, thyroid gland tablets, thyroxin, or minute 
doses of iodine are very effective. In hyperthyroid- 
ism, the thyroid gland is treated with the roentgen 
ray. It is difficult to reach the pituitary gland, per- 
haps the most important endocrine organ. Roent- 
gen irradiations of this organ have failed. 

Stimulating irradiations of the ovary are advised 
against because of the possibility of injury to sub- 
sequent offspring. Curettage of the uterus is rarely 
successful. Supravaginal amputation of the uterus 
or defundation of the uterus is to be considered only 
exceptionally when life is endangered. Blood trans- 
fusion and injections of autogenous blood according 
to the proposal of Wachtel have shown no results. 
Stryphnon, autogenous serum, serum from pregnant 
women, horse serum, glucose, insulin, and calcium 
have been found beneficial in certain cases. Pitui- 
tary and secale preparations are often indispensable. 
Psychic causes did not come into consideration in 
the clinical material; therefore psychotherapy (psy- 
choanalysis, etc.) has not been used up to the 
present time. HEWL_eR (G). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Ivanov, P.: A Case of Extra-Uterine Pregnancy of 
Seven Months’ Duration (Fall von Extrauterin- 
schwangerschaft von 7 Monaten). Zurnal. akus- 
erstva i Senskich bolesnej, 1928, xxxix, 86. 

The case reported was that of a multipara thirty- 
eight years of age who had not menstruated for 
seven months. Soon after the onset of the amenor- 
rhoea the patient had two attacks of pain and 
noticed a mass in the right epigastrium which grew 
quite rapidly. One and a half months before she 
consulted the author she had felt movements in the 
abdomen, but two weeks previously these had 
ceased. 

At laparotomy, the mass had the appearance of 
a uterus without any connection with the genital 
organs. The placenta was so intimately attached 
to the liver that resection of a portion of the'liver 
was necessary for its removal. The genital organs 
were normal except for marked descent of the 
uterus. The fetus was 40 cm. long and macerated. 

Microscopic examination of the placenta revealed 
a normal structure. Between the villi and the liver 
tissue there was a layer of cells with a structure 
resembling that of the decidua basalis. Direct pene- 
tration of the chorionic elements into the liver 
tissue was not observed. In addition to brown 
atrophy of the liver cells there was a marked vas- 
cular development. On the basis of the macroscopic 
findings (the location of the gestation sac and the 
absence of connections with the normal genital or- 
gans) and the microscopic findings (the close rela- 
tionship of the placenta to the liver), the author 
concludes that this was a case of primary abdominal 
pregnancy. A. SCHEINMANN (G). 


Cotte: Phlebitis of Four Limbs in the Course of a 
Ruptured Extra-Uterine Pregnancy (Phlébite 
des quatre membres au cours d’une grossesse extra- 
utérine fissurée). Bull. Soc. d’obst. et gynec. de Par., 
1929, XViili, 53. 

During the course of an ectopic pregnancy in 
which there were signs of rupture and hemorrhage 
on 2 occasions, phlebitis developed first in the right 
leg, eight days later in the left leg, and several days 
later in the left and right arm. Under conservative 
management for three months the condition cleared 
up, leaving no sequele. Operation five months later 
demonstrated the absorbing tubal pregnancy, but 
showed no trace of the phlebitis. 

In the discussion of Cotte’s report, VILLARD stated 
that in his opinion many cases of phlebitis are 
aseptic, being dependent upon hypercoagulability of 
the blood rather than infection. He has noticed this 
phenomenon particularly following operations for 


fibroid tumor with chronic blood loss. He called 
attention to the fact that fatal emboli frequently do 
not follow serious postoperative infections. He be- 
lieves that the action of the placental coagulants may 
be responsible for afebrile puerperal phlebitis. 

VoRON cited 3 cases in which a typical phlegmasia 
alba dolens occurred during the last months of preg- 
nancy. In 1 there was a pulmonary infarct. The- 
oretically, the increased coagulability of the blood 
after delivery should be limited to the uterus. Voron 
has frequently noticed signs of pelvic phlebitis prior 
to signs of infection. He stated that it is difficult to 
explain why the aseptic type of phlebitis does not 
occur more frequently. He saw 3 cases of fatal pul- 
monary infarction in 40,000 deliveries. In no case 
was the complication preceded by the slightest sign 
of infection or phlebitis. In Voron’s opinion emboli 
are not dependent upon phlegmasia alba dolens, and 
the presence of fibroids does not predispose to post- 
partum phlebitis. 

PLAucuHu stated that in most of his cases of phle- 
bitis the condition followed more or less definite 
signs of infection. He believes it to be most fre- 
quently the result of an attenuated puerperal infec- 
tion. 

RHENTER reported that he had observed 1 case of 
fatal embolism and 2 cases of phlebitis during preg- 
nancy, all apparently aseptic. 

CHALIER stated that he distinguishes between 
postoperative and obstetrical phlebitis. He believes 
that the phlebitis following operation is aseptic as it 
occurs most frequently following “‘clean”’ operations 
and is not associated with a rise in the temperature. 
As venous stasis is a possible factor, he gets his pa- 
tients out of bed by the fifth day. Since he has fol- 
lowed this practice he has had no further cases of the 
complication. 

TRILLAT and GourLiioup stated that they object 
to early mobilization since in their opinion the condi- 
tion is of infectious origin. 

Goopricu C. SCHAUFFLER, M.D. 


Armytage, V. B. G.: A Case of Torsion of a Fallopian 
Tube and Ovary During Pregnancy. J. Obst. & 
Gynec. Brit. Emp., 1929, xxxvi, 87. 

The patient whose case is reported was a girl 
sixteen years of age who was admitted to the 
hospital in the sixth month of pregnancy com- 
plaining of intense pain in the abdomen, particularly 
on the right side, and absolute constipation. Two 
large soap-suds enemata had been given without 
result. The fetal heart sounds and movements were 
normal, and there was no vaginal discharge, vomit- 
ing, or distention. The temperature was 99.8 
degrees F. and the pulse rate 100. The urine was 
free from albumin. Over MacBurney’s area there 
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was marked cutaneous hyperalgesia but only slight 
rigidity. 

A tentative diagnosis of appendicitis complicating 
pregnancy was made and an order given for cultural 
examination of the urine and a complete blood count. 
The culture was negative and the white count 
11,500. When the patient was seen again twenty- 
four hours later the pain was much more severe, 
repeated enemata had failed to evacuate flatus or 
feces, and there was some abdominal distension. 
No vomiting had occurred. On vaginal examination 
nothing abnormal could be felt, and on abdominal 
examination no tumor could be palpated. A diag- 
nosis of acute appendicitis and pregnancy was made. 

When the abdomen was opened by a high Battle 
incision about 4 oz. of serous fluid came away. On 
separation of the omentum which was adherent to 
the lateral wall of the uterus, the right fallopian 
tube and ovary were found twisted two and a half 
times in the longitudinal axis of the fallopian tube 
close to the fundus of the uterus. The fimbriated 
end of the fallopian tube and the ovary were bluish 
black and looked almost gangrenous. On the surface 
of the ovary there was a corpus luteum the size of a 
cherry. 

Following removal of the fallopian tube and ovary 
the abdomen was closed without drainage. The 
wound healed by first intention. 

Cart H. Davis, M.D. 


Hofbauer, J.: Decidual Formation on the Perito- 
neal Surface of the Gravid Uterus. Am.J.Obst.& 
Gynec., 1929, xvii, 603. 

The development of ectopic decidua on the pos- 
terior aspect of the pregnant uterus was found in 
fifteen of twenty-three specimens examined. Six 
showed a wide distribution of the decidual reaction. 
In two cases the condition had occurred in association 
with premature separation of the normally implant- 
ed placenta with serious clinical symptoms, and in 
two others, in association with nephritic toxemia. 

Upon careful microscopic study of the sections, 
certain new features concerning the structure were 
established. At the outset it was obvious that the 
decidual cells in question showed great variation 
both in size and in form. Whereas the ectopic de- 
cidua is ordinarily arranged in several layers and in 
structure closely resembles the intra-uterine de- 
cidua, the decidua formation in the cases under 
consideration showed, frequently in the same field, 
polygonal, spindle-shaped, ovoid, and exceedingly 
elongated amoeba-like cells with numerous protru- 
sions. Some of the cells had a single nucleus, while 
others showed as many as eight nuclei, thus re- 
sembling giant cells. Vacuoles in the cytoplasm were 
rather common. Quite frequently the decidual cells 
extended around small vessels in the shape of a 
sheath. The covering mesothelium of the perito- 
neum was well preserved and showed no participation 
in the decidual reaction, but the connective tissue 
layer beneath the peritoneal mesothelium presented 
small spindle-shaped cells with dark ovoid nuclei and 
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scanty cytoplasm from which the decidual cells 
appeared to be derived since all stages of transfor- 
mation from this stem cell to the various forms of 
decidua cells were readily demonstrable. The first 
phenomenon occurring in this transition consisted 
of an increase in the amount of cytoplasm which 
thereafter retained its characteristic ability to stain 
bluish-gray with hematoxylin. It was of no little 
interest that in the same locality phenomena oc- 
curred which indicated possible transition stages 
from the stem cells described to unstriated muscle 
fibers. 

In some areas the peritoneal endothelium had 
assumed an epithelial appearance with invagina- 
tions resembling gland formation. This was particu- 
larly noticeable in severe cases of abruptio pla- 
centx. L. M.D. 


Jebson, S.: The Metabolic Exchange Between the 
Placenta and the Mother’s Blood (Zum Stoff- 
wechselaustausch zwischen Placenta und muetter- 
lichem Blute). Zentralbl. f. Gynack., 1928, p. 2406. 


The changes which the residual nitrogen and its 
fractions undergo on passing through the placenta 
are not known. The author attempted to determine 
which products of catabolic metabolism pass from 
the placenta into the mother’s blood. To this end 
he compared the blood of the radial and inferior epi- 
gastric arteries and the ulnar vein with that from 
the ovarian vein. The study was limited to cases of 
cesarean section. The observations were made on 
oxalated blood by the micro-Kjeldahl method. The 
lactic acid determinations which were carried out in 
a few cases were made by the Hirsch-Kaufmann 
method. 

In spite of the impossibility of always maintaining 
the required conditions on withdrawal of the blood, 
the lactic acid content of the blood from the ovarian 
vein and the ulnar vein showed no difference. The 
results obtained by von Oettinger are cited. In 
cases of advanced pregnancy, the author found the 
lactic acid values in the blood of the ulnar vein to 
be from 20.3 to 21.6 mgm. per 100 c.cm. In eclamp- 
sia and pre-eclampsia (four cases), there was an 
increase in the residual nitrogen in the blood from 
the ovarian vein. Accordingly, the author believes 
that in many instances of eclampsia increased de- 
composition products of protein metabolism find 
their way from the placenta into the mother’s 
blood. However, he considers it easily possible that 
the metabolic products responsible for the convul- 
sions may not be due to the residual nitrogen, and 
that the increase in the residual nitrogen may be 
only a secondary phenomenon. At any rate, in both 
of the two cases of severe eclampsia studied the 
amount of residual nitrogen in the ovarian vein was 
considerably greater than that in the ulnar vein or 
radial artery (48.2 as compared with 32.2 mgm. per 
100 c.cm., and 102.7 as compared with 65.6 mgm. 
per 100 c. cm.). 

The investigations in normal pregnancy have led 
to no positive results. Bock (G). 


OBSTETRICS 


Burr, C. W.: Neurological Symptoms in the Preg- 
nant Woman. Am. J. Obst. & Gynec., 1929, xvii, 
653. 

Pregnancy interferes with the usual chemical proc- 
esses of the body, gives rise to new reactions, and 
compels organs to take on new and temporary func- 
tions. 

All of the nervous abnormalities that occur during 
pregnancy occur also in other conditions. Most of 
the disorders of pregnancy are due to perversion of 
chemical function caused by malfunction of the duct- 
less glands. 

True chorea is much more serious in the preg- 
nant woman than in the child. Pregnancy is rarely 
more than the exciting cause of the attack. Every 
person with chorea should be placed at rest in bed, 
preferably in a hospital. 

No epileptic should have children. 

Women with Graves’ disease who become preg- 
nant are almost never injured by their pregnancy. 
Very frequently the symptoms become less marked 
and sometimes they cease permanently. However, 
the author does not advocate pregnancy as a cure 
for Graves’ disease. He desires only to state that 
the association of this condition with pregnancy 
need not cause alarm. 

Multiple neuritis involving both legs is not due 
directly to pressure on the cords that go to make up 
the nerves but is the result of some intoxication. In 
the cases of women addicted to alcohol, pregnancy 
may increase the likelihood of painful, acute, mul- 
tiple neuritis. E. L. Corner, M.D. 


Fogelson, S. J.: Cholecystography as an Aid in De- 
termining Gall-Bladder Stasis in Pregnancy. 
Am. J. Obst. & Gynec., 1929, xvii, 613. 

In the cases of pregnancy reviewed by the author 
the incidence of failure of gall-bladder visualization 
was surprisingly high. Only 22 per cent of the 
patients had a visible shadow as compared with the 
controls, of whom 20 per cent did not have a shadow 
(reversal of results). Moreover, the frequency of 
failure of visualization increased as the pregnancies 
continued. No gall-bladder shadow was obtained 
after seven and a half months of pregnancy, even in 
four cases in which an excellent shadow was obtained 
in the fourth and fifth months. In cases in which 
a shadow was obtained after a fat meal, it was noted 
that the gall bladder consistently emptied in the 
time accepted as normal for the non-pregnant state. 
In no instance was there any evidence of mechanical 
pressure from the enlarging uterus. 

The author concludes that in pregnancy a positive 
Graham-Cole gall-bladder test (failure to visualize 
the gall bladder) should be accepted skeptically as 
proof of gall-bladder disease. E. L. Cornett, M.D. 


Gibberd, G. F.: The Relation between Recurrent 
Albuminuria, Chronic Nephritis, and Toxz- 
mia of Pregnancy. Bril. M.J., 1929, i, 674. 


From a review of several series of cases of recur- 
rent albuminuria reported in the literature and a 
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study of forty-seven cases in previously healthy 
women treated in the obstetrical department of 
Guy’s Hospital, Gibberd concludes that, following 
the first attack of toxemia of pregnancy (which is 
purely toxic in origin), about 10 per cent of women 
develop frank chronic nephritis, about 40 per cent 
recover their kidney function completely and have 
no recurrence in subsequent pregnancies, and about 
50 per cent suffer from recurrent toxemias in later 
gestations. Women in the last group have an occult 
nephritis resulting from the first toxamia which can- 
not be detected by renal function tests between 
pregnancies, but is revealed by pregnancy, ‘‘the most 
delicate test of renal function that we possess.” 

Of the women studied by Gibberd, six developed 
chronic nephritis after an average toxemia period 
of nine weeks. Of twenty-seven with a toxemia 
lasting three weeks or less before the termination of 
pregnancy, recurrence developed in 40 per cent, 
whereas in fourteen whose pregnancies were ter- 
minated some time later than three weeks after the 
first appearance of albuminuria, recurrence devel- 
oped in 70 per cent. These findings are similar to 
those reported by Harris and Young, who also noted 
a higher incidence of chronic nephritis following 
albuminuria without convulsions than following 
eclampsia, in which condition the toxemia is very 
severe but usually of relatively short duration. 

Gibberd therefore concludes that albuminuria in 
previously healthy women is due to a primary 
toxemia, whereas recurrent albuminuria is of a 
mixed type, being both toxamic and nephritic. He 
states that while the early induction of labor in the 
first attack of toxemia will decrease the danger of 
chronic nephritis and recurrent toxemia, there are 
other as yet unknown factors tending to produce 
permanent renal damage in such cases. 

E. L. Kine, M.D. 


Wetterdal, P.: Studies of the Non-Protein Nitro- 
gen, Uric Acid, and Amino Acids in the Blood 
of Pregnant and Recently Delivered Women 
Suffering from Albuminuria, Eclampsism, or 
Eclampsia. Acta obst. et gynec. Scand., 1928, vii, 


The author determined the non-protein nitrogen, | 
uric acid, and amino-acid content of the blood of 
11 normal pregnant or recently delivered women 
and 144 women with toxicoses of pregnancy, includ- 
ing 26 with eclampsia. In most cases the determina- 
tions were repeated, and in some of them as many 
as 6 determinations were made at intervals of two 
or more days. 

By means of such determinations, particularly 
those of non-protein nitrogen and uric acid, it is 
possible to distinguish between cases of pregnancy 
toxicosis and cases of nephritis in pregnancy caus- 
ing an increase in the non-protein nitrogen. The 
uric acid determinations showed increased values in 
the serious cases at the height of the disease or a few 
days later. The non-protein nitrogen and amino-. 
acid values have no prognostic significance. 
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No connection could be found between the values 
obtained for the non-protein nitrogen, uric acid, or 
amino acids and the blood pressure, amount of 
urine, or quantity of albumin in the urine. 


LABOR AND ITS COMPLICATIONS 


LeLorier, V.: My Experience with the Method of 
Delmas (Mon expérience actuelle de la méthode de 
Delmas). Rev. frang. de gynéc. et d’obst., 1929, xxiv, e 


The author dislikes spinal anesthesia, but was 
persuaded by the findings of Delmas to use it fh 
eight cases to facilitate rapid manual dilatation and 
quick delivery. The indications were death of the 
fetus and rupture of the membranes in three cases, 
and arrested dilatation, excessive size of the fetus, 
unrecognized shoulder presentation, and “hysteral- 
gia” in one case each. In one case there was no 
particular indication. 

In the five cases in which the child was living the 
result so far as the child was concerned was ex- 
cellent. In three cases in which internal version was 
done—in one following the failure of forceps—the 
result was excellent for the mother as well as the 
child. There were three forceps applications, two 
craniotomies, and one morcellation. One woman 
died an hour and a half following delivery from 
haemorrhage due to uterine inertia and shock. In 
one case it was impossible to obtain satisfactory 
dilatation. Cervical tears of moderate degree oc- 
curred in all but one case, and perineal tears (none 
complete) in several cases. 

In conclusion the author states that while in some 
cases the method of Delmas definitely facilitates 
forcible dilatation of the cervix and is a valuable 
procedure when rapid evacuation of the uterus is 
necessary, it remains an accouchement forcé and 
should be used only in the presence of strict indica- 
tions. The possibility of delayed uterine inertia 
with serious hemorrhage must be borne in mind. 

Goopricu C, SCHAUFFLER, M.D. 


Metzger, M.: Some Observations on Dystocic 
Deliveries under Spinal Anesthesia (Quelques 
observations d’accouchements dystociques sous ra- 
chianesthésie). Rev. frang. de gynéc. et d’obst., 1929, 
XXiv, 14. 


Persuaded by the favorable report of Delmas, the 
author undertook rapid manual dilatation of the 
cervix and delivery in five cases of relative dystocia. 

In the first case he found it impossible to dilate 
the cervix rapidly as described by Delmas. In the 
second case serious difficulty was experienced in the 
application of the forceps, and in the third case 
moderate difficulty was experienced in accomplishing 
version. In the fourth case death resulted from 
hemorrhage on the fourth day after delivery, and 
in another a serious hemorrhage occurred suddenly 
following the third stage. In the fifth case, embryot- 
omy was rendered difficult by uterine hypertonicity. 

In the use of the Delmas procedure Metzger has 
noted a characteristic uterine hypertonicity, a sort 
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of hypercontraction, during the second stage. He 
states that relaxation of this contraction occurs sud- 
denly and is associated with grave danger of ham- 
orrhage. The cervical relaxation is real and even 
exaggerated, but does not occur in the fibrotic cervix 
and its failure in the presence of strong expulsive 
contractions by the fundus may result in serious 
injury. Goopricu C. SCHAUFFLER, M.D. 


Cathala, V.: Rapid Delivery by Manual Dilatation 
of the Cervix under Spinal Anesthesia in a Case 
of Tuberculous Laryngitis (Accouchement rapide 
par dilatation manuelle du col sous anesthésie ra- 
chidienne pour tuberculose laryngée). Kev. frang. 
de gynéc. et d’obst., 1929, xxiv, 20. 


Cathala reports a case in which dilatation the size 
of a quarter was easily increased to practically com- 
plete dilatation in a few minutes under spinal 
anesthesia. Forceps application and delivery were 
uncomplicated. He believes, however, that chloro- 
form anesthesia would have been equally satis- 
factory, and that, because of the risks it entails, the 
Delmas procedure should be employed only when it 
is very definitely indicated. 

Goopricu C, SCHAUFFLER, M.D. 


Fairbairn, J. S.: Sedatives in Labor, Particularly 
Twilight Sleep. Brit. M.J., 1920, i, 753. 


When a woman is fatigued by the pains of a slow 
first stage labor, prolongation of the labor results. 
In such cases, Fairbairn gives a hypodermic injec- 
tion of from % to % gr. of morphine, occasionally 
supplemented by a sleeping draught, such as a mix- 
ture of bromide and chloral. He gives such an 
injection also in cases of so-called rigidity of the os, 
which is nearly always spasmodic, being due to poor 
or irregular uterine action. 

Fairbairn induces a modified twilight sleep in 
cases of slight disproportion between the head and 
pelvis, in the cases of women with cardiac conditions 
who were treated for decompensation during preg- 
nancy, and in the cases of women of an excitable 
temperament. He employs the morphine-hyoscine 
chiefly during the first stage, preferring a light 
general anesthesia during the second stage, espe- 
cially toward its termination. He believes that the 
more general use of % c.cm. of pituitrin would 
lessen the number of forceps deliveries. 

E. L. Kine, M.D. 


BrZezinskij, V.: Obstetrical Forceps of the Russian 
School; 826 Cases in Which the Lazarevié- 
Fedorov Forceps Were Used (Geburtshilfliche 
Zange der russischen Schule; 826 Faelle von An- 
wendung der Lazarevié-Fedorovschen Zange). Zur- 
nal akuSserstva i Zenskich boleznej, 1928, xxxix, 5. 


In 1866 the well-known Russian obstetrician, 
Lazarevic, proposed a new forceps model which was 
later modified a number of times by himself and 
finally, in 1887, by Fedorov. In its perfected form 
the forceps was used altogether 826 times in twenty- 
nine years in the Warsaw University Clinic and the 
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Lying-In Hospital of Djetskoje-Selo. Twenty-five 
per cent of these occasions represented high forceps 
interventions. In the latter there was no maternal 
mortality, the infant mortality was 18.8 per cent 
(corrected, 9.1 per cent), and the incidence of in- 
juries to the soft parts, 22.2 per cent. The total 
maternal mortality was o; the total infant mortal- 
ity, 5.7 per cent; the incidence of injuries of the soft 
parts, 12.8 per cent; and the incidence of infection 
in the puerperium, 6.4 per cent. 

These remarkably good results are attributed to 
the peculiarities of construction of the Lazarevi¢- 
Fedorov forceps. The forceps consists of two 
straight, parallel, fenestrated spoons 36 cm. long, 
not crossing each other and not bent to follow the 
curve of the pelvis. The lock, which is at the end 
of the handle, is a rectangular plate running inward 
transversely, fitting into a corresponding oval open- 
ing in the other spoon, and made fast with a screw. 
Between the head curve and the handle is a long 
middle portion. 

This peculiar construction allows a biparietal 
application of the forceps in any position of the 
head. When the sagittal suture is oblique, the for- 
ceps is applied in the same manner as the classical 
forceps. When the sagittal suture runs transversely, 
first one spoon and then the other is introduced 
directly between the child’s head and the symphysis 
or the promontory, with the concavity facing the 
head so that the forceps lies in the perpendicular 
diameter of the pelvis. If the head is in high posi- 
tion, the tips of the forceps must be lowered con- 
siderably; therefore it is frequently necessary to 
slit the perineum. 

The rotation of the head takes place without 
difficulty. Slipping of the forceps is rare. Because 
of the close correspondence of the curve of the 
spoon to the shape of the head and the length of the 
blade between the tip and the handle, injuries to 
the soft parts are few. The parallel application of 
the forceps spoons (without crossing) practically 
prevents gross injuries to the child’s head. This 
forceps, a precursor of the Kjelland forceps, is 
warmly recommended. Because of its simplicity, it 
should give particularly good service in rural prac- 
tice. SCHEINMANN (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Miller, D.: The Importance of Postnatal Maternal 
Care. Brit. M.J., 1929, i, 717. 


The author believes that postpartum care should 
be given more consideration than it receives at 
present, and that it is as important a field of pre- 
ventive medicine as antepartum observation. 

For the immediate convalescence he recommends 
the more or less standardized treatment plus simple 
exercises to be employed after the patient’s dis- 
charge from the hospital to restore the tone of the 
abdominal and perineal muscles. Two weeks after 
delivery he makes a vaginal examination to deter- 
mine the condition of the organs, the state of healing 


of lacerations, and the position of the uterus. If 
retroversion is found, the uterus is replaced, and if it 
recurs one week later it is again corrected and a 
pessary is introduced. The patient is examined a 
second time five weeks later, and a third time from 
five to seven weeks later. 

In the postpartum clinic of the Edinburgh Royal 
Maternity Hospital more than 2,000 patients have 
been studied in the past two years. In 1,400 (70 per 
cent), the general health was satisfactory and the 
local pelvic condition showed no impairment. In 
18 per cent, retroversion was found. In the majority 
of cases this had developed during the third or 
fourth week after the patient’s discharge from the 
hospital, and in many was associated with subinvo- 
lution. Most of the patients with retroversion were 
women of the poorer classes who had resumed hard 
work too soon after delivery. When retroversion 
was present before or during pregnancy it was espe- 
cially liable to recur after confinement. The patients 
usually complained of low sacral backache, pelvic 
discomfort, and prolonged lochia rubra, but in some 
instances these symptoms may have been due to 
associated conditions such as subinvolution. Re- 
placement and pessary treatment generally sufficed. 
If the condition recurred, the pessary treatment was 
continued for six months. 

Laceration of the cervix, generally associated with 
eversion, was found in about 15 per cent of the 
primipare. In the multipare its incidence could not 
be estimated because of lesions arising in previous 
labors. Cervical lacerations were found in almost 
every patient in whom complete dilatation and 
effacement had not occurred spontaneously. The 
author is an advocate of immediate repair of such 
lacerations, but states that when this is not done, 
later treatment with tampons, douches, and cauter- 
ization with the actual cautery or 10 per cent silver 
nitrate may give satisfactory results. In rare in- 
stances plastic repair is necessary. 

Subinvolution was found in 12 per cent of the 
patients whose cases are reviewed. Frequently it 
was associated with, and apparently caused by, 
cervical lesions or retroversion. Retention of frag- 
ments of placenta or membranes was the cause very 
rarely. The treatment consisted in correction of the | 
associated lesions, together with douching, tampon- 
ing, and the administration of quinine and ergot. 
Curettage was seldom necessary. Involution was 
promoted by maintenance of normal lactation. 

Backache, generally of the lumbosacral or sacro- 
iliac type, was complained of by 8 per cent of the 
patients, and was corrected by posture, exercises, 
and a brace or corset. Persistence of hypertension 
and albuminuria was found in more than 30 per 
cent of the toxic patients. E. L. Kine, M.D. 


Adair, F. L., and Tiber, L. J.: Infection in the 
Puerperium, with an Analysis of 8,000 Cases. 
Am. J. Obst. & Gynec., 1929, xvii, 559. 


In attempts to curtail and if possible eliminate 
puerperal septicemia it is necessary to gain a clearer 
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idea of the factors producing susceptibility and re- 
sistance to infection, particularly to infection by the 
streptococcus. The relationship between strepto- 
coccic diseases and puerperal sepsis should be better 
understood. Natural and acquired immunity should 
be studied with reference to puerperal infection. 

It is possible that streptococcic toxin may afford 
an index of the susceptibility of the patient to strep- 
tococcic infection, and that the patient’s immunity 
to streptococcic infection may be increased. 

The relatively low incidence of scarlet fever and 
the high incidence of puerperal sepsis among negroes 
may be explained by the supposition that at an 
early age negroes are resistant to scarlet fever but 
later in life lose this relative immunity and, acquiring 
no group immunity to streptococcic infections from 
having had scarlet fever, are more susceptible to 
inoculation with the streptococcus. 

While negroes seem more resistant to certain 
known strains of streptococcic diseases than white 
men, they seem to have about the same suscepti- 
bility to measles. This observation suggests that 
measles is not a streptococcic disease. 

E. L. M.D. 


Polak, J. O.: Is Surgical Intervention Justifiable in 
the Treatment of Metrophlebitis and Throm- 
bophlebitis of the Pelvic Veins? Am. J. Obst. & 
Gynec., 1929, xvii, 467. 


Thrombophlebitis is defined as a conservative 
process following an endometrial infection which, 
because of poor contraction and retraction of the 
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uterus, is not confined to the uterine cavity. There 
is always a cellular reaction in and about the vein. 
The clinical syndrome is clean-cut, but physical 
signs are lacking or misleading because there is always 
some periphlebitis present. 

As any manipulation, bimanual examination, or 
operation breaks down the protective barrier, as 
the septic woman is a poor surgical risk, and as the 
mortality from operation is high even in the best 
clinics, Polak believes that operation is not war- 
ranted. E. L. M.D. 


NEWBORN 


Rydberg, E.: The Prognosis in Cases of Survival of 
Intracranial Hamorrhages of the Newborn 
(Ueber die Prognose ueberlebender Faelle intrakra- 
nieller Blutungen Neugeborener). Acta obst. et 
gynec., Scand., 1928, vii, 323. 

The author has followed up the development of 
thirty-seven children who showed clinical symp- 
toms of intracranial hemorrhage immediately after 
birth but survived the acute stage of the condition. 

On re-examination, about half of them were en- 
tirely free from symptoms or showed only slight 
disturbances of the ocular neuromuscular apparatus 
such as strabismus. In not quite a half the ab- 
normalities presented were so marked that the 
child’s ultimate working capacity will probably be 
materially reduced. Approximately one-third of the 
children were imbeciles or idiots. 

Three cases are reported in detail. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Peirson, E. L., Jr.: The Emptying Time of the Kid- 
ney Pelvis. N. England J. Med., 1929, cc, 959. 


PEIRSON determined the emptying time of the 
kidney pelvis in 100 cases by taking an X-ray picture 
nine minutes after the pelvis and ureter had been 
filled with sodium-iodide solution and the ureteral 
catheter had been withdrawn. His findings indicate 
that the normal kidney is more than three-quarters 
empty at the end of nine minutes. When there is 
definite obstruction to the overflow of urine, the 
second plate usually shows marked retention of the 
opaque medium and the latter will be seen extending 
down the ureter to the point of obstruction. 

Evmer Hess, M.D. 


Thompson, A. R.: Solitary Kidney. Guy's Hosp- 
Rep., Lond., 1929, 1xxix, 207. 


In a review of 12,888 autopsy reports, Thompson 
found a record of solitary kidney in only 32. The 


condition was therefore discovered only once in 400 © 


autopsies. 

“Solitary kidney” is defined as a single renal 
mass with renal function which lies on one side of the 
abdomen. It occurs with about equal frequency in 
both sexes, but the right kidney is more frequently 
absent in males than in females and the left kidney is 
more frequently absent in females than in males. 

Thompson has found that the function of the hy- 
pertrophied kidney (solitary kidneys are usually 
hypertrophied) is poor. Function is interfered with 
by the tendency of the heavy kidney to drop. More- 
over, when a solitary kidney is situated at a lower 
level than that occupied by a kidney of normal size, 
the ureter may become kinked and hydronephrosis 
may be produced. A large proportion of deaths in 
cases of solitary kidney are due to infective proc- 
esses. 

The presence of two ureteral orifices in the bladder 
does not by any means indicate the presence of two 
kidneys. Cystoscopy previous to an urgent opera- 
tion may be useless or even misleading. Whenever 
the removal of an injured kidney is considered under 
urgent circumstances, the surgeon should palpate 
for the other kidney through the incision. 

Little is known regarding the blood supply of the 
solitary kidney. In 9 of the cases reviewed there was 
no artery, but in 1 case in which the left kidney was 
absent a minute left renal artery was found. 

Jacos S. Grove, M.D. 


Thompson, A. R.: Horseshoe Kidney. Guy’s Hosp. 
Rep., Lond., 1929, Ixxix, 201. 


This article is based on the records of 19 cases of 
horseshoe kidney discovered in 13,000 autopsies per- 


formed at Guy’s Hospital, the London Hospital, and 
the Victoria Hospital for Children. The ratio of 
males to females was 114:1. Sixteen of the subjects 
were males. The ages of the subjects ranged from 
one year and two months to seventy-two years. The 
average age of the males was thirty-five years, and 
the average age of the females twenty-four years. 

Horseshoe kidney appears to lie at a lower level 
than the average normal kidney. The union of the 
kidneys by a bridge of tissue takes place either at the 
upper or the lower pole, but by far more commonly 
at the lower pole. The average weight of horseshoe 
kidneys in adults is about 15 0z., which is slightly 
more than the weight of the two combined normal 
kidneys. The ureters usually pass in front of the 
mass. In 1 of the cases reviewed there was only 1 
ureter. When the blood supply was mentioned in the 
records, it was described as practically normal. 
Pathological conditions found included nephritis, 
renal stones, and cystic disease. Cystic disease was 
present in 10 per cent of the cases. Nearly one-third 
of the deaths were due to an infective process and 
about 10 per cent to suicide. 

D. Hotmes, M.D. 


Ritter, S. A., and Baehr, G.: The Arterial Supply 
of the Congenital Polycystic Kidney and Its 
Relation to the Clinical Picture. J. Urol., 1920, 
xxi, 583. 

The clinical course of congenital bilateral poly- 
cystic kidney may be uneventful until late in life. 
As a rule, occasional attacks of lumbar pain are 
experienced, and sometimes these are followed by 
persistent hematuria. ‘The pain and hematuria are 
caused by the rupture of arteries of various sizes 
which lie in the walls of the cysts or stretch across 
their lumina, enveloped merely in a thin falciform 
fold of the cyst wall. Rupture of the overstretched 
arteries into a cyst cavity may be produced by 
trauma or may occur as the result of arterial hyper- . 
tension and local arteriosc'erotic changes in the 
vessel walls. Rupture upon the surface of the kidney 
may be followed by the formation of a perirenal 
haematoma. 

At some time during adult life—as early as the 
third decade or as late as the sixth decade, but 
usually the former—sclerosis of the arterioles and 
small arteries of the kidney and perhaps other organs 
begins. ‘This pathological process manifests itself 
clinically by arterial hypertension and cardiac hyper- 
trophy. The earliest disturbances in renal function 
are usually polyuria, nocturia, and fixation of the 
specific gravity of the urine. Eventually, the nitrog- 
enous constituents gradually increase in the blood 
and the terminal clinical picture of a dry uremia 
develops. 


335 


330 


Except for the attacks of pain and hematuria, 
this sequence of events is indistinguishable from 
that which is observed in the cases of patients with 
primary arteriolar sclerosis (malignant hyperten- 
sion) and those in the late stages of chronic glom- 
erulonephritis who have survived the period of ne- 
phritic edema. The authors believe that they have 
demonstrated by means of arterial injections and 
microscopic study that the clinical course of patients 
with congenital bilateral polycystic disease is essen- 
tially the result of the same obliterative process in 
the arterioles and small arteries of the kidneys. 

Louris NEuwELT, M.D. 


De Rom, F.: The Phenolsulphonephthalein Test of 
a Single Kidney in Experimental Tuberculosis 
(L’épreuve de la phénolsulphonphtaléine dans la 
tuberculose expérimentale du rein unique). J. d’urol. 
méd. et chir., 1928, xxvi, 521. 


In a number of experiments performed by the 
author on rabbits a nephrectomy was performed 
and a period allowed for the remaining kidney to 
compensate. As a rule the single kidney acquired a 
secreting power equal or superior to that of two 
normal kidneys (50 to 60 per cent in seventy min- 
utes) in from ten to fifteen days. It was then 
exposed, a suspension of bovine tubercle bacilli was 
injected into the parenchyma, and the effect of the 
tuberculous infection on the phenolsulphonephthal- 
ein excretion was noted. After a time the animals 
were sacrificed and the lesions studied with regard 
to the phenolsulphonephthalein output. 

In general, the extent of the lesions correspond 
very closely to the reduction of the excretory power 
of the kidney, but in one instance a remarkable 
divergence occured. In the presence of extensive 
lesions, the excretion was 80 per cent nine days 
before the rabbit died and 75 per cent just before 
its death. 

Ambard has shown that the secretory capacity of 
a kidney may be tripled without a corresponding 
hypertrophy. Therefore it can be understood that 
a kidney may suffer destruction of two-thirds of its 
parenchyma yet preserve a normal phenolsulpho- 
nephthalein output. Abert F. DeGroat, M.D. 


Larget, M., Lamare, J. P., and Moreau, E.: Some 
Results of the Treatment of Inoperable Tuber- 
culosis of the Kidney with Vaudremer’s Vaccine 
(Tuberculoses renales inopérables; éssai de traite- 
ment par le vaccin de Vaudremer; quelques résul- 
tats). J. d’urol. méd. et chir., 1928, xxvi, 556. 


This is a detailed report of four cases of renal 
tuberculosis in which Vaudremer’s vaccine was 
used because operation was contra-indicated or was 
refused by the patient. In every instance there was 
marked improvement in the general health follow- 
ing the treatment; the pyuria was largely or entirely 
relieved, the tubercle bacilli disappeared from the 
urine, and the functional capacity of the kidney as 
determined by the phenolsulphonephthalein test and 
Ambard’s constant was increased. 
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The authors believe that the vaccine treatment in 
no way modifies the indications for operative treat- 
ment, but that it offers considerable promise in in- 
operable cases. 

In their cases with bladder lesions the diluted vac- 
cine was applied locally or instillations of methylene 
blue were employed. Both treatments gave about 
the same results. 

In the discussion of this report, MAISSONET stated 
that the improvement in the general condition was 
not surprising as it is often observed in the absence 
of treatment, but that the changes in the urine were 
of the greatest significance. ; 

LEGUEU said that in operating on patients who 
had been previously treated with the vaccine with 
excellent clinical results he found the lesions in the 
kidney in no way modified by the treatment. He 
therefore advocates the vaccine treatment for in- 
operable cases, but believes it offers no hope of 
cure. 

Micuon stated that he regards the vaccine treat- 
ment as a true therapeutic advance. 

MArsSAN reported cases in which long remissions 
occurred without treatment of any kind. 

Avbert F, DeGroat, M.D. 


Gruber, C. M.: A Comparative Study of the Intra- 
vesical Ureters (Ureterovesical Valves) in Man 
and in Experimental Animals. J. Urol., 1929, 
xxi, 567. 

From studies of the bladders of thirty-eight 
rabbits, forty pigs, ten cats, thirty-five dogs, two 
monkeys, one baboon, one ape, and fifteen human 
beings, Gruber concludes that because of the differ- 
ences in the trigones and intravesical ureters in the 
bladders of different animals, it is not justifiable to 
apply the experimental data derived from one ani- 
mal to another. 

The trigone is most poorly developed in the rabbit 
and most highly developed in man. Bell’s muscle 
appears to be entirely lacking in the rabbit and is 
most highly developed in the cat. The difference in 
the amount of fluid regurgitated in the differ- 
ent species of animals is probably due to the differ- 
ence in the length of the ureterovesical valve 
(intravesical ureter), the degree of development of 
Bell’s muscle, and the thickness of the bladder 
wall. Louis NeuweELt, M.D. 


Thompson, A. R.: Renal and Ureteric Stone Forma- 
tion. Guy’s Hosp. Rep., Lond., 1929, Ixxix, 173. 

This article is based on a large number of autop- 
sies performed at Guy’s Hospital, the London Hos- 
pital, and the Victoria Hospital for Children in 
London. 

The term “stone” is applied by the authors to 
any collection of precipitated mineral matter in the 
urinary tract. The findings of the autopsies indicate 
that in the first decade of life stones occur in the 
urinary tract with equal frequency in both sexes. 
From the eleventh to the fortieth year of life they 
are more common in the female, whereas after the 
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fortieth year they are more common in the male. 
They occur slightly more frequently on the right 
side than the left side. 

Stones in the urinary tract are found most com- 
monly in the renal pelves and calyces. The so- 
called traveling stone may pass from the kidney 
down the ureter to the bladder and finally out 
through the urethra. In the male, this type of stone 
becomes impacted with greater frequency in the 
right than the left ureter. 

Not uncommonly a diagnosis of Bright’s disease 
is made in cases of renal or ureteral stone. Stone is 
often the cause of Bright’s disease. Bright’s disease 
following stone formation is more common in males 
than in females, but pyonephrosis is more common 
in females than in males. 

Stones may form in'the urinary tract as the result 
of a wasting disease. 

Compensatory hypertrophy of one kidney when 
the other is diseased is not nearly so common as is 
generally supposed. 

Local spread of disease of the kidney due to the 
presence of stones is very rare. 

The author cites three cases of tumor in which 
stones appeared to play a part and one case in 
which a pyonephrosis due to stone burst into the 
colon. D. Homes, M.D. 


Chevassu, M., and Lazard, P.: The Use of Lamina- 
ria Tents Mounted on a Ureteral Catheter to 
Dilate the Lower Ureter (L’emploi de laminaires 

montées sur sonde urétérale pour la dilatation de 
Puretére inférieur). J. d’urol. méd. et 1928, 
XXVi, 543. 


The authors have successfully employed lami- 
naria tents to dilate the lower end of the ureter in 
cases of stricture and stone. At first, a stick of 
laminaria was engaged in the end of a ureteral 
catheter and transfixed by a silk thread which was 
left long to prevent loss of the laminaria in the 
bladder. Today, especially manufactured sounds 
are available. 

The tent must be introduced rapidly before it 
has time to lose its rigidity. It is left in the ureter 
for from ten to twenty minutes. In case of stone, 
it is placed in contact with the stone, never past it. 
Because of the danger of its becoming detached 
from the catheter, the tent must never be passed 
completely into the ureter. 

ALBERT F, DEGRoAtT, M.D. 


Campbell, M. F., and Lyttle, J. D.: Ureteral Ob- 
struction in Infancy: A Clinicopathological 
Study of Seventy-Four Cases. J. Am. M. Ass., 
1929, xcii, 544. 

The authors present a preliminary report of a 
study of seventy-four cases of ureteral obstruction 
in infants and children. In many, the condition 
was first demonstrated at autopsy. In more than 
half of the cases the obstruction was due to stric- 
ture of the ureter, either intrinsic or extrinsic. This 
condition is markedly benefited by cystoscopic dila- 
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tation. The causes of intrinsic ureteral obstruction 
include calculi, kinks of the ureter associated with 
renal ectopia, ureteral reduplication, abnormal in- 
sertion of the ureter, and ureteral spasm. Causes 
of extrinsic obstruction are aberrant vessels, peri- 
ureteral sclerosis, and extra-urinary neoplasms. 

The authors stress the ease of making detailed 
urological examinations even in very young children, 
and advise cystoscopic study in every case of pyuria 
lasting over a period of from four to six weeks. 
They state that young children are more tolerant 
to such examinations than adults. 

I. J. Sapiro, M.D. 


Rankin, F. W., and Mayo, C., 2nd: Uretero-Entero- 
ventral Fistula. Ann. Surg., 1929, \xxxix, 669. 


Rankin and Mayo report a case of urinary and 
fecal fistula secondary to an infected ectopic kidney 
on the left side which had been partially removed at 
an operation performed before the patient entered 
the Mayo Clinic. 

Operation at the Clinic revealed a drainage tract 
extending from just below the umbilicus into a 
cavity which communicated with the left ureter. It 
was evidently from the old renal cavity. The wall of 
the cavity was tightly adherent to the common iliac 
vessels on the left side. About 100 c.cm. of thick, 
creamy pus poured out when an opening was made 
into the remnant of the renal pelvis. A small open- 
ing which connected the cavity with the ileum was 
found and closed. The ureter was traced down, tied 
near the bladder with silk, and dropped back into the 
abdominal cavity. The dissection was carried out 
mostly in the mesentery of the sigmoid. The sig- 
moid, as found on roentgen-ray examination, lay on 
the right side. The pathologist's report of a section 
of the tract was: ‘Inflammatory sinus tract with 
attached inflammatory ureter.” 

The patient was dismissed twenty-seven days after 
the operation with the wound healed. He weighed 
121 lbs. The convalescence ani the results were 
satisfactory. 


BLADDER, URETHRA, AND PENIS 


Maister, H. I., Ogilvie, W.H., and Pembrey, M. S.: 
A Case of Total Cystectomy, with Some Investi- - 
gations on Urinary Secretion. Guy’s Hosp. Rep., 
Lond., 1929, Ixxix, 220. 


The authors report a case of total cystectomy in 
which the ureters were brought to the anterior 
abdominal wall and observations were made on the 
excretion of urine by the two kidneys. 

The stimulus of a diuretic, such as a cup of tea, 
caused a marked increase in the activity of the 
kidneys. It appeared also that warming of the 
skin over one loin produced a vasoconstriction of 
the underlying kidney, and since the skin apart 
from that area was cold, compensation was effected 
in the opposite kidney by vasodilatation and in- 
creased excretion. However, the results were not 
constant. 
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The authors call attention to the need of observa- 
tions to confirm or disprove the theory that in cases 
of hematuria a hot fomentation to the affected side 
diminishes the loss of blood. They state that such 
an effect is probable if warming of the skin of the 
loin is accompanied by a reflex contraction of the 
blood vessels of the underlying kidney. 

Jacos S. Grove, M.D. 


Young, H. H.: The Treatment of Complete Rup- 
ture of the Posterior Urethra, Recent or 
Ancient, by Anastomosis. J. Urol., 1929, xxi, 417, 


The author reports nine cases of fracture of the 
pelvis complicated by rupture of the urethra. In all, 
the fracture was caused by a crushing blow. The 
rupture occurred behind or at the triangular liga- 
ment. Most of the patients had received preliminary 
treatment before they were seen by Young. The 
symptoms were varied and the treatment included a 
wide range of operative maneuvers. 

Delay of operation was the cause of death in one 
case and led to serious complications in several of 
the others. Therefore a careful investigation of the 
urinary tract should be made in all cases of fracture 
of the pelvis. In almost every case in which the 
posterior urethra is ruptured the safest procedure is 
immediate operation with anastomosis if the rupture 
is complete, or closure of the defect over a catheter if 
the rupture is not complete. When perineal and 
suprapubic drainage is established the danger of 
infection is avoided and excellent results are ob- 
tained. The author’s cases with complications were 
finally cured by very extensive operations including 
the resection of vesicoperineal fistule, Young’s 
double plastic sphincter operation for urinary in- 
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continence, and the Young-Stone operation for 
recto-urethral fistule. Joun G. Cueetuam, M.D. 


Hirsch, E. W.: Proof of the Impossibility of Cau- 
terizing the Urethral Glands through the Ure- 
throscope. J. Urol., 1929, xxi, 523. 


To demonstrate the impossibility of electrical or 
chemical cauterization of the urethral glands, the 
author has made photomicrographs of the glands. 
The first illustration shows a urethral mucous gland 
magnified forty-five diameters and a wire of natural 
size. ‘The second shows a urethral submucous gland 
magnified sixty diameters and a wire of natural size. 
The third shows both a gland and a wire magnified 
sixty diameters. It was impossible to pass the orifice, 
much less follow the ramifications of the gland. 

D. M.D. 


GENITAL ORGANS 


Turner, G. G.: Unusual Symptoms Due to En- 
largement of the Prostate. Brit. M.J., 1929, i, 
233. 

Enlargement of the prostate may give rise to 
marked gastro-intestinal symptoms simulating those 
of intrinsic gastric or intestinal disease. In some 
cases the condition causing the patient to consult the 
physician may be an inguinal hernia or hemorrhoids, 
the urinary symptoms being disregarded. In malig- 
nant disease of the prostate the first symptoms are 
frequently found to be sciatica, lumbago, and oedema 
of the legs. 

By operating in two stages, the author has re- 
duced the mortality in his cases to 5 per cent. 

I, J. Suaprro, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Santos, J. V.: Multiple Osteocartilaginous Exos- 
toses with Neurological Manifestation; Case 
Report. J. Bone & Joint Surg., 1929, xi, 260. 


Santos reports a case of multiple osteocartilaginous 
exostoses with a lesion of the spinal canal causing 
neurological manifestations. After laminectomy 
with removal of the tumors the areas of hyper- 
esthesia disappeared, the stiffness of the leg de- 
creased, and the patient was able to urinate without 
difficulty. ELVEN J. BERKHEISER, M.D. 


Chrysospathes, J. G.: The So-Called Ollier Growth 
Disturbance (Beitrag zur sogenannten Ollierschen 
Wachstumstoerung). Zéschr. f. orthop. Chir., 1929, li, 
177. 

The author has had a typical case of Ollier’s 
growth disturbance under observation since 1907. 
The condition began during the patient’s third year 
of age and has remained unchanged since 1907. 
There is very marked anterior and lateral bowing 
of the right leg beginning in the supracondylar 
region and associated with shortening of about 19 
cm. The foot is shortened 414 cm. and the metatar- 
sus widened about two finger-breadths. With the 
exception of the hip, all of the joints are loosened. 
Roentgen examination reveals thickening of the 
distal epiphysis of the femur and a finely nodular 
exostosis the size of a pigeon’s egg above the internal 
condyle. There is faulty delineation between the 
corticalis and spongiosa. The latter shows a diffuse 
clouding in the femur and tibia with round patches 
of lighter shadow between the cloudy areas. The 
first metatarsal is greatly enlarged. In the second 
metatarsal there is a nut-sized round tumor with 
the structure of a chondroma which has reduced 
the size of the other metatarsals and pushed them 
outward. The phalanges are deformed and thick- 
ened. Everywhere there are round clear areas 
which, on the basis of the pathological findings of 
Hackenbroch and Lindstroem, are to be considered 
chondromata. The patient walks with the aid of a 
crutch. 

From a comparison of this case with the ten 
which have been reported in the literature to date 
the author has come to the conclusion that Ollier’s 
growth disturbance is based on a chondromatosis; 
that the accompanying disturbances in development 
are explained by the preponderating involvement of 
the and that the unilateral involvement 
generally believed to be characteristic of the condi- 
tion is not constant. Up to the present time no 
nerve changes have been demonstrated as the basis 
of the disturbance. The best theory as to the 


etiology seems to be that of Recklinghausen which 
ascribes the condition to a disturbance in the car- 
tilage anlage during the earliest period of trans- 
formation of cartilage into bone. Separation of 
Ollier’s growth disturbance from similar disease pic- 
tures is not justified. All such conditions should be 
designated as chondromatous disturbances. 
Srevers (Z). 


Oljenick, I.: Bilateral Cervical Rib: Clinical and 
Experimental Observations on a Case. Arch. 
Surg., 1929, xviii, 1984. 

The author reports a case of bilateral cervical rib 
with gradually increasing circulatory disturbances 
on the left arm only. At operation, the symptoms 
were found to be due to an apparently complete 
thrombosis of the subclavian artery. The return 
of the radial pulse alone ten days after the opera- 
tion indicated an increase of the collateral circula- 
tion, while the re-appearance of the brachial pulse 
four months after the operation suggested canaliza- 
tion or organization of the thrombus. 

In order to pass over the cervical rib the sub- 
clavian artery formed a high and narrow loop. The 
angle between the scalenus anticus muscle and the 
cervical rib was very narrow, especially as the 
supernumerary rib had a straight instead of a 
curved shape. Under such circumstances the danger 
of compression is greatly increased because the ar- 
tery may be imprisoned by dense bands, extensions 
of the sheath of the scalenus anticus. The high and 
narrow arterial loop and the sharp angle through 
which the vessel passes favor the origin and develop- 
ment of circulatory disturbances as the result of 
repeated traumatisms. 

The circulatory disturbances may be caused by 
arterial compression or obstruction by thrombosis, 
but generally are due to both since in such cases 
thrombosis is a sequel of compression. ‘The disturb- 
ances may be permanent or temporary and change . 
considerably according to the arterial blood supply 
required in the extremity, — 

In the case reported the vascular phenomena were 
pallor, coolness, numbness, and cyanosis of the hand 
and fingers. In addition to these signs there was a 
marked tendency toward fatigue in the arm. 

The skin temperature determinations, plethys- 
mograms, and sphygmograms made simultaneously 
on both sides during rest, during and after exercise 
of the upper arm, forearm, and hand, and after cool- 
ing alone or combined with exercise furnished ob- 
jective evidence of the impairment of the circulation 
in the left arm. This was particularly marked during 
exercise and when there was a loss of heat. 

The division of the scalenus anticus at its insertion 
as originally advised by Adson is a simple and effi- 
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cient procedure to free the artery from pressure. As 
soon as the vessel is liberated it is seen to slide 
medially and downward along the declining cervical 
rib. As this operation relieves only the pressure and 
does not affect the thrombosis it is of the greatest 
importance to operate before the latter has led to a 
serious degree of obstruction. Therefore it is neces- 
sary to detect the slightest impairment of the 
circulation. 

Special care should be taken to prevent denuda- 
tion of the vessel since the arterial wall may have 
been severed by the pressure. Injury of the arterial 
branches must also be avoided as the branches may 
form part of the collateral circulation. 

The same methods may be applied to cases in 
which intermittent claudication is suspected, a con- 
dition with symptoms closely resembling those of 
the disorder under discussion. 

H. Earte Conwe M.D. 


Brewster, A. H.: Lateral Structural Curvature of 
the Spine: Treatment by Means of the Turn- 
buckle Jacket and Turnbuckle Shell. Arch. 
Surg., 1929, xviii, 1427. 


This article reports upon eighty-two cases of 
structural lateral curvature of the spine which were 
treated by means of a turnbuckle jacket or turn- 
buckle shell. The results were excellent in twenty- 
one, good in twenty-three, fair in seventeen, and poor 
in eight. In thirteen cases there was no correction. 

The author concludes that no type of curve which 
is of long duration and associated with marked ro- 
tation and ankylosis can be affected in the least by 
the method described. The curves most favorably 
affected are single curves, to the right or left, the 
apexes of which are below the eighth dorsal ver- 
tebra. Double curves either to the right or the 
left, with the apex of the upper curve not higher 
than the eighth dorsal vertebra can be decreased but 
are not nearly so amenable to treatment as single 
curves. Triple curves do not lend themselves to 
treatment at all. 

The advantages of the treatment described are 
summarized as follows: 

1. The jacket or shell effects mobilization of the 
spine by stretching all of the tissues on the concave 
side and allows the stretched tissues on the convex 
side to regain some of their lost tone. 

2. The force applied spreads the ends of the arc 
and does not disregard the mechanical law that the 
keystone is the strongest part of an arc. 

3. The method permits gradual correction. 

4. It will produce an immediate correction of cer- 
tain moderate curves. 

5. It tends to decrease rotation, as is seen clini- 
cally and in the roentgenograms. 

6. It secures the means of obtaining an adjustable 
overcorrective retention jacket. 

7. It increases the height. 

8. The jacket is not uncomfortable and is not 
noticeable when the patient is dressed. 

H. EarLe ConweE Lt, M.D. 


Mueller, W.: The Roentgenological Picture and 
Clinical Significance of the So-Called Carti- 
laginous Nodules of the Vertebral Column 
(Das roentgenologische Bild und die klinische Bedeu- 
tung der sogenannten Knorpelknoetchen der Wirbel- 
saeule). Beitr. z. klin. Chir., 1928, cxlv, 191.: 


The cartilaginous nodules described by Schmorl 
—invasions of the spongiosa of the vertebrae by 
intervertebral fibrocartilage—appear in the roent- 
genogram as clear semicircular, rounded, or ir- 
regular areas bordered by a very dense shadow. In 
well-made sagittal pictures of the vertebra they 
can be recognized without difficulty. Experience 
has shown that when the roentgenogram reveals the 
presence of multiple cartilaginous nodules spinal 
column symptoms are also present. The cartilag- 
inous nodules are not the cause of the symptoms 
but indicate that conditions in the vertebral body 
or the spongiosa are abnormal. VALENTIN (Z). 


Leibovici, R.: Vertebral Osteomyelitis (L’ostéomyé- 
lite vertébrale). J. de chir., 1928, xxxii, 648. 


This article is a general consideration of vertebral 
osteomyelitis exclusive of specific forms such as the 
typhoid and the syphilitic. 

The first systematic study of the condition was 
made by Lannelongue in 1879. Since then about 121 
cases have been reported. Most of the studies have 
been limited to the disease as it occurs in children, 
but recently Laborde has shown that it is not a rare 
condition in adults. 

In children, vertebral osteomyelitis is most com- 
mon between the ages of twelve and fifteen years, 
and in adults between the ages of twenty-five and 
thirty years. In both, it seems to be related to 
growth because at about the age of eighteen certain 
secondary points of ossification appear which per- 
sist for a long time. 

The causative organism is usually the staphylo- 
coccus aureus; less often, the staphylococcus albus 
and the streptococcus. 

Any portion of the vertebral column, including 
the sacrum, may be affected, but in 53 per cent of 
the cases the lumbar vertebra were the locations of 
the lesions. The process begins in the arch more 
frequently than in the body of the vertebra. Osteo- 
myelitis of the body of a vertebra has a tendency 
to spread to the adjacent vertebra, the surrounding 
tissues, and the costovertebral articulations. Mas- 
sive necrosis does not occur. The sequestra are 
eliminated as small fragments. 

When a vertebral arch is involved the pus may 
extend into the vertebral canal or exteriorly in the 
form of a localized abscess. The entire arch may be 
sequestrated. Involvement of a vertebral arch is 
less serious in its effects than involvement of the 
body of the vertebra. Certain posterior abscesses 
arise from necrosis of the vertebral body. This 
event, rare in Pott’s disease, is not uncommon in 
osteomyelitis. 

In over one-third of the cases abscesses extend 
into the vertebral canal where they may diffuse in 
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the epidural space. When localized, the abscess may 
simulate a spinal cord tumor. In some cases it may 
provoke meningitis or myelitis. The dangers of 
Jumbar puncture under such circumstances are very 
great. 

The formation of a gibbus is rare because it can 
result only from severe infections which are almost 
invariably fatal. 

Thrombophlebitis of the vertebral plexus may 
lead to fatal pyzmia. 

Clinically, vertebral osteomyelitis presents many 
aspects which depend on the location and the 
virulence of the infection. 

On the basis of the virulence of the infection the 
septicemic form has little interest. The suppurative 
form is more important. It is manifested as an or- 
dinary abscess of one of the paravertebral grooves 
and is common in both children and adults. In the 
child the lesion may appear as a complication of 
osteomyelitis of the extremities. In the adult it 
may be a metastasis from a furuncle or carbuncle. 
The onset is sudden with chills, fever, and head- 
ache. Violent lumbar pain usually suggests menin- 
gitis, smallpox, or scarlet fever. A typhoid state 
supervenes, and for the first week the nature of the 
condition is uncertain. The diagnosis is established 
by more exact localization of the pain in the back 
and the appearance of an abscess, usually fusiform, 
lateral to the vertebra. The exact point involved is 
difficult to determine. Roentgen-ray examination is 
seldom of any aid. 

The mortality of the acute form is very high al- 
though after simple incision of the abscess a cure 
was obtained in 28 of 40 reported cases. In the non- 
fatal cases the portion of the vertebra affected is 
usually the arch. The anterior form of the condition 
is usually fatal sooner or later because of the chronic 
suppuration or a complication. Even after an ap- 
parent cure in this form of the condition, a fatal 
recurrence of the infection is not uncommon. 

The more chronic infection closely resembles 
Pott’s disease. The diagnosis is difficult and can be 
made with certainty only by demonstrating the 
staphylococcus or the tubercle bacillus in pus ob- 
tained by aspiration. Gibbus is rare in osteomye- 
litis. Roentgen-ray examination is of doubtful 
value. 

When the abscess is located in the vertebra canal 
the injection of lipiodol is of great value in deter- 
mining its extent. 

As treatment, the author recommends the sys- 
tematic use of vaccine therapy from the moment 
the condition is suspected. This treatment is jus- 
tified by a number of favorable results. Abscesses 
should be incised as soon as they appear, regardless 
of operative difficulties that may be involved. When 
the necrotic bone can be reached it should be curet- 
ted. Laminectomy should be resorted to whenever 
the laminz are affected, and particularly when the 
abscess is in the epidural space. When the lesion is 
in the body of the vertebra, it must be exposed and 
the vertebra curetted. The object of the operation 


should be to obtain free drainage rather than to 
remove sequestra. Sequestra are small and will be 
eliminated spontaneously. When incision does not 
reveal an abscess, the exploration should be con- 
tinued until the abscess is located. There should be 
no hesitation in re-opening the wound if a new focus 
becomes apparent. 

Numerous cases illustrating the various phases 
of vertebral osteomyelitis are cited. 

ALBERT F. DEGrRoat, M.D. 


Rietema, L. P., and Keijser, S.: Calcinosis Inter- 
vertebralis. Acta radiol., 1928, ix, 606. 


The authors report two cases of calcinosis inter- 
vertebralis, the deposition of calcium in the interver- 
tebral disks. Both patients were sent to the hospital 
because they were suspected to be suffering from 
spondylitis. 


Brailsford, J. F.: Deformities of the Lumbosacral 
Region of the Spine. Brit. J. Surg., 19209, xvi, 562. 


This article is based on a study of the roentgeno- 
grams of over 3,000 patients in various types of 
hospitals, clinical examination of those whose roent- 
genograms showed deformity of the lumbosacral 
area, and dissection and roentgen study of the 
lumbosacral area of 40 cadavers. 

The author states that developmental irregulari- 
ties may be present in the lumbosacral region of the 
spine without giving rise to symptoms. Their fre- 
quency (26.4 per cent in the patients examined) and 
their types should be borne in mind in the interpre- 
tation of roentgenograms of this region, and a 
careful investigation into all possible causes of the 
symptoms of which a patient complains should be 
made before the symptoms are attributed to such 
an irregularity. 

The most frequent deformity associated with de- 
velopmental irregularity is scoliosis due to asym- 
metrical sacralization of the fifth lumbar transverse 
process. The deformities due to developmental 
anomalies which cause alterations in the alignment 
of the vertebre tend to become more pronounced 
with age. 

The characteristic indication of spondylolisthesis 
in an anteroposterior roentgenogram is continuity 


of the outline of the transverse process and the | 


anterior border of the body of the fifth lumbar ver- 
tebra. The absence of this finding in the roentgeno- 
grams of some of the reported cases suggests an error 
in diagnosis. 

The prominent “‘knuckle”’ deformity is often due 
to the projection of the fifth lumbar spine and not 


to the upper border of the sacrum. The suggested _ 


of manipulative reduction of spondy- 
olisthesis was not at all supported by the specimens 
and roentgenograms studied. Moreover, this de- 
formity occurs in children of both sexes, sometimes 
without symptoms, and if it is due to trauma the 
injury must have occurred in early life as in the 
adult severe trauma to the lumbosacral region can 
occur without producing spondylolisthesis. 
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The consolidation which follows the treatment of 
tuberculous caries of the lumbosacral region of the 
spine obliterates the lumbosacral angle and reduces 
the possibility of spondylolisthesis. 

Roentgenograms may not show any evidence of 
injury to the lumbosacral region until organization 
and calcification of the damaged structures have 
taken place, when roentgenograms taken at inter- 
vals will show an increase in the deformity. 

The symptoms and deformity following injury to 
the lumbosacral region in which osteo-arthritic 
changes have occurred may be more pronounced 
than would be expected from the degree of the 
trauma. 

Carcinoma and Paget’s disease of the lumbo- 
sacral spine produce definite changes in the bone 
which can be recognized in the roentgenogram be- 
fore any clinical deformity is apparent. The pain 
associated with these conditions may be referred by 
the patient to a recent injury. 

Lumbosacral deformity will reveal itself to the 
examiner by a faulty posture or gait; obliteration, 
exaggeration, or diminution of the normal antero- 
posterior spinal curvature; a lateral curvature; the 
presence of a tumor; and limitation of movements. 

The same type of deformity may have a widely 
different etiology, and even after a thorough clinical 
and roentgen investigation the true nature of the 
condition may not be determined. The clinical 
examination may indicate the nature of the lesion 
when the bone and joint changes are not sufficiently 
marked to show in a roentgenogram. 

Defects in the neural arch of the fifth lumbar ver- 
tebra were found in 6 per cent of. the 3,000 cases 
studied. In some patients the neural arches of the 
lumbosacral area were represented by small tuber- 
cles, but in the majority there was only a split be- 
tween the posterior extremities of both sides and 
one or both sides had a bulbous extremity showing 
that no union had occurred. This non-fusion of the 
laminz often suggests fracture. In fact, several of 
the cases reviewed had previously been reported 
as fractures of the lamina. 

Deformities due to pathological changes may be 
the result of acute invasion by staphylococci, strep- 
tococci, pneumococci, gonococci, or typhoid inva- 
sion; chronic infections; neoplasms; and deficiency 
diseases such as rickets, Paget’s disease, and osteo- 
malacia. Antuony F. Sava, M.D. 


Harbin, M.: The Deposition of Calcium Salts in the 
Tendon of the Supraspinatus Muscle. Arch. 
Surg., 1929, Xviii, 1491. 


Harbin discusses a degenerative Sin of the 
musculotendinous portion of the supraspinatus ten- 
don which is associated with the deposition of 
calcium salts. He reports five cases. The condition 
may be associated with impregnation of a subacro- 
mial bursa by the same salts. The cause has not been 
definitely established, but bacterial or toxic inflam- 
mation and trauma have been suggested as factors. 
In none of the five cases reported by Harbin could 


external injury be considered responsible. In some 
of them the most probable cause seemed to be 
frequently repeated mild trauma to the tendon 
occurring as the result of impingement of the tendon 
against the inferior surface of the acromion. 

Following a review of the anatomy and me- 
chanics of the shoulder joint Harbin outlines the 
clinical course and treatment of the condition under 
discussion. He states that when the bursa is af- 
fected a thorough exploration of the tendon for 
deposits of calcium salts should be made and both 
the bursa and the diseased tendinous portion should 
be excised. 

The good results of surgical treatment in cases 
uncomplicated by arthritis are emphasized. 

H. Earte Conwe tt, M.D. 


Lewis, D.: Ischaemic Paralysis. Am. J. Surg., 1929, 
vi, 638. 

Ischemic palsy or Volkmann’s ischemic con- 
tracture is probably more common than is generally 
believed. It is primarily a myositis dependent upon 
acute venous stasis following a trauma, most fre- 
quently a supracondylar fracture of the humerus. 
The tough antecubital fascia plays an important 
réle in confining the hematoma and preventing 
expansion. Although tight bandaging and circular 
casts have been looked upon as the sole causes of 
the condition, the statistics of Hildebrand and of 


Denucé show that only about 60 per cent of the © 


cases have been treated with a cast. 

In-dealing with an injury likely to be followed by 
ischemic contracture it is important to be con- 
stantly on the lookout for signs of developing venous 
stasis. Severe spontaneous pain radiating over the 
forearm, especially if it is associated with tenseness 
and discoloration in the antecubital fossa, is a dan- 
ger signal. The muscles are swollen and tense and 
the fingers rigid, swollen, and cyanotic. Motion is 
finally lost. 

After development of the palsy the hand assumes 
a typical position, usually quite distinc: from that 
seen in combined median and ulnar nerve paralysis. 
The wrist is extended or slightly flexed, the meta- 
carpophalangeal joints are extended, and the inter- 
phalangeal joints are flexed. The thumb may be 
rigidly adducted. Extension of the wrist leads to 
flexion of the fingers, while extension of the fingers 
leads to flexion of the wrist. 

The condition is more easily prevented than 
cured. Incases of supracondylar fracture with 
marked displacement the use of a cast or splint is 
contra-indicated and reduction in acute flexion 
should not be attempted. Reduction can always 
be effected later. Poor reduction with good function 
is preferable to good reduction with ischemic con- 
tracture. When ischemic contracture threatens, 


operative interference consisting in longitudinal in- 
cision through the antecubital fascia for relief of 
the tension is to be considered. The author reports 
a case which was much benefited by this procedure. 
When the contracture has developed the prognosis 
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depends on the amount of muscle tissue lost. The 
results of bone resection, tendon lengthening, and 
myotomy have been unsatisfactory. The best re- 
sults are obtained by the use of elastic tension and 
gentle physical therapy with care to avoid tearing 
through fibrotic muscle which would lead to further 
contraction. Micuaet L. Mason, M.D. 


Calot: New Theories in the Pathology of the Hip 
Joint Based on Research Work of Recent Years 
(Ueber neuere Anschauungen in der Pathologie der 
Huefte auf Grund der Arbeiten der letzten Jahre). 
Ztschr. f. orthop. Chir., 1929, li, 134. 

The author believes that nearly every patient 
over twenty years of age who is under treatment 
for arthritis deformans, rheumatism, or senile joint 
symptoms is suffering from congenital subluxation 
of the hip. He is of the opinion that none of the 
conditions mentioned is capable of producing the 
findings noted in the roentgenogram or at autopsy. 
These changes resemble on the whole the changes 
of congenital luxation of the hip, differing only in 
degree. The bearing surface of the acetabulum has 
a double appearance and its shape is that of half a 
lemon instead of that of half an orange. The ace- 
tabular roof measures 5 or 6 cm. and sometimes 
forms a heavy ridge. The head of the femur is 
hypertrophic and deformed and projects beyond the 
normal vertical line extending through the anterior- 
inferior iliac spine. The neck is short and in ante- 
version, and the angle of inclination is usually 
greater, but sometimes smaller, than normal. The 
most striking sign, however, is the bipartite ace- 
tabulum. 

The author believes also that the disease picture 
of osteochondritis is congenital subluxation of the 
hip since it shows all of the roentgen and anatomical 
characteristics of that condition. He presents nu- 
merous roentgenograms and photographs of ana- 
tomical preparations in support of this theory. He 
states that in patients under twenty years of age 
the number of unrecognized cases is few because 
other forms of hip disease (tuberculosis) predomi- 
nate in the young and because congenital subluxation 
of the hip first becomes clinically (functionally) 
recognizable after the twentieth year. A number of 
cases of congenital subluxation previously diagnosed 
as osteochondritis are reported with roentgeno- 
grams. ENGEL (Z). 


Tregubow, S.: Perforation of the Acetabulum in 
Tuberculous Coxitis (Die Perforatio acetabuli bei 
der Coxitis tuberculosa). Zéschr. f. orthop. Chir., 
1928, 1, 548. 


In treatises on “Otto pelvis” (protrusion of the 
acetabuli) not enough attention is given to tuber- 
culosis as a cause. In 268 resections for tuberculosis 
of the hip, Menard found perforation of the floor of 
the acetabulum 105 times. Protrusion is favored by 
the pointing of the tuberculous femoral head. The 
tuberculous process may begin in the head or in the 
acetabulum. Among 500 cases of tuberculous coxitis 


under constant observation, the author found 12 
cases with protrusion of the acetabulum recognizable 
in the roentgenogram and 2 cases with central 
luxation. 

Asa rule, perforation of the floor of the acetabulum 
may be recognized clinically from palpable infiltrates 
or abscesses in the iliac fossa, but is not demonstrable 
in the roentgenogram. Protrusion, on the other hand, 
can be readily recognized in the roentgen picture and 
may be felt on rectal examination. Externally it is 
manifested by the approach of the great trochanter 
to the pelvis. Only severe cases of tuberculous 
coxitis are associated with perforation of the floor 
of the acetabulum. In central luxation due to tuber- 
culosis, attempts at correction are contra-indicated. 

Sievers (Z). 


Barr, J. S.: Congenital Coxa Vara. Arch. Surg., 1929, 
Xviii, 1909. 

The diagnosis of congenital coxa vara is based on 
clinical and roentgen evidence and is comparatively 
easily made. In most cases there is a history of a 
painless unilateral or bilateral limp which was noted 
soon after the patient began to walk. On examina- 
tion the trochanter is found to be high and the leg 
short. Abduction is limited and piston mobility is 
absent. The roentgenogram shows a defect in ossi- 
fication of the femoral neck resembling a fracture 
without displacement. 

The pathological process is not entirely clear, but 
apparently there is a defect in ossification of the 
femoral neck with the inclusion of a disk of em- 
bryonic cartilage in normal bone. 

When the condition is untreated it runs a progres- 
sive course with increasing disability. The early 
treatment should consist in immobilization of the 
hip in full abduction. Later, if marked deformity 
develops, a plastic operation by Brackett’s method 
seems to be the procedure of choice. 

H. Earte Conwe tt, M.D. 


Curtis, G. M.: Osteocartilaginous Loose Bodies in 
the Knee Joint. Surg. Clin. N. Am., 19209, ix, 415. 


The author reports three cases of osteocartilagi- 
nous loose bodies of the knee joint as examples of the 
three moles of formation of such bodies. 

The most common loose body in the knee arises ° 
from the lateral surface of the medial condyle of the 
femur. In the author’s case, trauma was the impor- 


_tant factor; there was no evidence of infection. 


Other loose bodies in the knee are dislodged 
osteophytes. The author reports the case of a man 
sixty-nine years of age who was suffering from osteo- 
arthritis and developed a palpable loose body in 
the knee which caused locking of the joint. There was 
no history of trauma. The body had become at- 
tached to the synovial membrane by a short pedicle. 

The rarest type of loose body is formed by prolif- 
erative changes of the synovial membrane (synovial 
osteochondromatosis). The author’s case of this 


type was that of a woman fifty-seven years of age in 
whom chronic arthritis developed following acute 


344 INTERNATIONAL ABSTRACT OF SURGERY 


articular rheumatism at the age of fifteen years. 
On roentgen examination, multiple osteochondro- 
mata were discoverd. Nine of the osteochondromata 
were attached to the synovial membrane and seven 
were free in the joint. The osteochondromata were 
surgically removed along with the membrane in 
which there were additional bodies. In this case the 
condition was probably due to infection. 
W. P. Biount, M.D. 


Ollerenshaw, R.: The Development of Cysts in 
Connection with the Semilunar Cartilages. 
Brit. J. Surg., 1929, Xvi, 555. 


In the author’s series of twenty-one cases of 
cysts of the semilunar cartilages the internal car- 
tilage was involved in four and the external cartilage 
in seventeen. 

The pathology of cysts of the semilunar car- 
tilages has received considerable attention. A num- 
ber of observers have challenged the author’s 
statement that the cysts are lined by endothelial 
cells, but others have corroborated his findings. 
Although the lining of endothelium has not been 
demonstrated in all of his specimens, Ollerenshaw 
has no doubt that it is definitely present in most 
specimens. Goldzieher, in describing the specimen 
obtained from a case reported by Kleinberg, stated: 
“The larger cysts, which can be seen grossly, are 
formed of fibrous tissue. Their inner surface is lined 
by a layer of flat cells resembling endothelial cells 
and probably arising from the lymph vessels. The 
nuclei are rod shaped and the cytoplasm is scanty. 
Some of these cysts are separated from each other 
by septa which consist of a few connective tissue 
fibers covered on both sides by the endothelium 
described above.” Bristow, who reported eight 
cases, found in some of his specimens what appeared 
to be an endothelial lining but refused to class the 
lining cells as definitely endothelial. 

The condition is without doubt a primary lesion 
of the cartilage. In nearly all cases there is a more 
or less definite history of injury. The author at- 
tributes the cysts to the gradual enlargement of 
pre-existing small spaces in the cartilage following 
injury. He calls attention to the fact that in the 
sectioning of tissue containing material of such 
differing consistency as fibrocartilage and the soft 
gelatinous content of the cystic spaces the lining 
cells are easily detached. Anruony F. Sava, M.D. 


Schuetz, H.: Typical Disease of the Sesamoid 
Bones of the First Metatarsal Bone (Beitrag zur 
Frage der typischen Erkrankung der Sesambeine des 
I. Metatarsalknochens). Beitr. 2. klin. Chir., 1928, 
cxlv, 65. 

On the basis of a case observed by himself the 
author recognizes the condition called by Mueller 
“typical disease of the sesamoid bones of the first 
metatarsal bone” as a form of juvenile necrotic 
osteopathy rather than as a disease entity. In con- 
trast to Mueller, he found necroses not only in the 
bone trabecule, but also in the marrow. 


Up to the present time the condition has been 
found only in divided sesamoids. The division 
probably plays a still unknown part in its develop- 
ment. As the disease causes great inconvenience 
and is not benefited by conservative treatment, 
Schuetz recommends removal of the sesamoids 
which gives good results. 

All of the cases reported to date have been those 
of middle-aged women who were obliged by their 
occupations to do considerable standing and walking. 

BANGE (Z). 
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Rey, J.: Palliative Operation for Serratus Paralysis 
(Die palliative Operation der Serratuslaehmung). 
Zischr. f. orthop. Chir., 1928, 1, 720. 

Serratus paralysis is most common in young per- 
sons, carriers of heavy weights, shoemakers, and 
fencers, and is due apparently to a traumatic neu- 
ritis of the long thoracic nerve. It is characterized 
clinically by a wing-like position of the scapula. The 
results of conservative treatment by exercise, elec- 
trotherapy, plaster casts, and braces are poor. In 
bilateral paralysis, von Eiselsberg’s method of 
fastening the shoulder blades together has given 
good results. In unilateral paralysis—the result of 
muscular dystrophy for example—the results of 
operative procedures have been unsatisfactory ex- 
cept in a case treated by Willich who fixed the 
shoulder blade to the spinal column and the ninth 
rib with plaited strands of silk. 

The author has used a method similar to that 
employed by Willich, perforating the medial border 
of the scapula and fastening it with wire to the 
third, fourth, or fifth ribs. This method does not 
decrease function. One and a half years later the 
wire suture was removed without affecting the 
mobility of the arm. Apparently the formation of 
the scar in the muscle substituted for the removed 
wire. DunckeEr (Z). 


Jahn, A.: Active Substitution in Opposition Paral- 
ysis of the Thumb (Aktiver Ersatz bei Opposi- 
tionslachmung des Daumens). Zéschr. f. orthop. 
Chir., 1929, li, 100. 

In the case of a woman twenty-two years of age, 
complicated infantile paralysis resulted in combined 
partial paralysis of the median and ulnar nerves. 
At operation to restore the opposition position of 
the thumb the extensor muscle of the third finger 
was transferred to the volar side of the metacarpal 
bone of the first finger. The extensor tendon of the 
middle finger was divided at a point somewhat 
distal to the basal joint and brought through a 
canal bored to the volar side of the hand in the 
direction of the distal half of the first metacarpal 
bone. This proximal tendon stump was then su- 
tured into a fascial sling passed around the first 
metacarpal bone. The extensors and long flexor 
muscle of the thumb remained within the fascial 
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sling. The distal stump of the extensor tendon of 
the third finger was attached to the extensor tendons 
of the second and fourth fingers by fascial bands. 

On completion of the operation a plaster cast was 
applied with the thumb in a marked opposing posi- 
tion and the middle finger in hyperextension. The 
cast was left on for two weeks. At the end of that 
time a bandage was applied. Three and a half 
weeks after the operation careful massage was 
begun. 

As the result of the intervention the thumb could 
be brought to the middle fingers in the opposing 
position after five months and the power in the 
grasp of the first and third fingers again became 
good. In extension the action of the middle finger 
remained slightly defective, probably because of a 
certain degree of relaxation of the tension in the 
fascial strips. The power gained by the transplan- 
tation acts in a direction vertical to the surface of 
the hand. RosenBurc (Z). 


Schede, F.: Indications and Methods in the Treat- 
ment of Flat-Foot (Indikationen und Methoden in 
der Behandlung der Fussenkung). Jahresk. f. 
aerzll, Fortbild., 1928, xix, 22. 


Flat-foot is not a local process; it is always based 
on a constitutiona] weakness of the supporting 
tissues. Faulty posture of the foot, like other pos- 
tural anomalies of the skeleton, leads to faulty shape. 
The most common factor in flat-foot is a rachitic 
tendency, particularly in young children. General 
treatment and treatment to strengthen the muscles 
should be given early. Correction and -reshaping 
are best done by operation. Forcible correction is 
contra-indicated. The postoperative treatment 
should include exercises such as skipping the rope 
and running. During puberty the foot should be 
spared. The patient should rest in the reclining 
position in the open air and overexertion should be 
prevented. In the cases of adults, the critical years 
are those near the age of forty. 

Poor posture of the trunk and of the foot are 
related. Other factors in malposition of the foot 
are circulatory disturbances, varices, and arthritic 
changes in the ankle, knee, and hip. Stimulation of 
the metabolism, circulation, and respiration by en- 
ergetic muscular activity is a necessity for persons 
getting on in years and prolongs life. Systematic 
exercises for the feet, rope skipping, and running 
are recommended. Massage overcomes muscle 
stiffness and relieves pain. Kneipp’s method of 
pouring water over the legs, alternate baths of hot 
and cold water, Alpine sun treatment, and measures 
to decrease the body weight may all be used. In 
the cases of adults it is necessary to proceed very 
cautiously with redressment and operation. Relief 
of pain and improvement of function can always be 
obtained by the use of supports and mechanical 
treatment. The metatarsus must be held firmly in 
the shoe, but the toes—particularly the fourth and 
fifth—must have room. Calluses should be removed 
and hallux valgus operated upon. 
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Flat-foot following trauma, joint inflammation, or 
paralysis requires special consideration. 
(Z). 


FRACTURES AND DISLOCATIONS 


Bager, B.: The Roentgenography of Diaphyseal 
Fractures of the Extremities (Einiges ueber die 
Roentgenaufnahme von Diaphysenfrakturen an den 
Extremitaeten). Acta chirurg. Scand., 1928, \xiv, 384. 


The author describes a simple method for the 
determination from the roentgenogram of the posi- 
tion of a diaphyseal fracture. Miniature models of 
the extremity are cut from a sheet of lead—antero- 
posterior and lateral views—and attached to the 
edge of the film at the exposure. By this means 
there is obtained on the developed film a miniature 
picture of the whole limb which facilitates the 
interpretation of the roentgenogram and the neces- 
sary correction of the position. 


McWhorter, G. L.: Fracture of the Atlas Vertebra; 
Report of Three Cases, One with Removal of 
the Posterior Arch for Neuralgia. J. Bone & 
Joint Surg., 1929, xi, 286. 

In the first of the three cases reported by the 
author there was a fracture of the posterior arch of 
the atlas. The posterior arch was removed by open 
operation, with relief of the symptoms. 

In the second case a fracture of the anterior and 
posterior arches was treated by immobilization in a 
plaster cast. 

In the third case there was a fracture of the 
posterior arch of the atlas, the skull, the tranverse 
process of the sixth cervical vertebra, three ribs, and 
a clavicle, complicated by erysipelas of the face. 
Death occurred seventeen days after the accident 
from toxemia due to the erysipelas. 

Etven J. BERKHEISER, M.D. 


Clarke, H. O.: Traumatic Dislocation of the Hip 
Joint in a Child. Brit. J. Surg., 1929, xvi, 690. 


The author’s case was that of a girl three years of 
age who had fallen backward while being carried on 
her brother’s shoulders. Examination revealed a 
dorsal dislocation of the head of the left femur. The . 
dislocation was reduced and the leg immobilized in 
full extension and slight abduction under general 
anesthesia. 

The possibility that the dislocation might have 
been congenital was ruled out by the roentgenogram 
which showed the development of the acetabulum to 
be equal to that on the right side. 

Antuony F. Sava, M.D. 


Le Fort, R.: Simple Pathological Luxations of the 
Hip Joint (Luxations pathologiques simples de la 
hanche). Rev. d’orthop., 1928, xxxv, 514. 


The term “simple pathological luxation,” bor- 
rowed from Malgaigne, does not include traumatic 
and congenital luxations or those consecutive to 
bony deformity or destruction. Simple dislocations 
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are not accompanied by osseous lesions capable of 
favoring displacement of the articular surfaces. They 
may occur as the result of insignificant trauma and 
even when the extremity is in a cast or under 
traction. Most frequently they occur spontaneously. 
The author does not discuss their clinical features. 
Pathologically they may be classified into two 
groups—simple luxations of coxalgia and simple 
luxations due to other causes. 

The luxations accompanying coxalgia are the 
most common. A typical case reported by Kirmisson 
was that of a child nine years of age, in good health, 
who complained of slight lameness in the hip and 
was suddenly seized with violent pain in the hip 
during the night. The surgeon who was called found 
an obvious obturator dislocation which was easily 
reduced. Reduction was followed by immediate 
relief of the pain. In the morning the dislocation 
recurred and was again reduced. The limb was then 
placed in a cast. In the course of a few months a 
severe coxalgia developed. After suppuration, heal- 
ing occurred with ankylosis. 

In the few cases in which autopsy has been per- 
formed soon after the dislocation, the acetabulum 
has been found filled by inflammatory products. 

In a number of cases roentgen-ray examination 
has served to confirm the integrity of the head of 
the femur and acetabulum, a condition essential 
to the diagnosis, and has been of aid also in fol- 
lowing the subsequent evolution of the tuberculous 
lesions. 

Clinical studies have demonstrated that the coxal- 
gias producing sudden dislocation are ordinarily not 
of the severe variety, and that the evolution of the 
coxalgia is not greatly influenced by the luxation, 
whether the latter is reduced or not. 

Simple non-coxalgic luxations include those which 
develop in the course of arthritis accompanying an 
infectious disease and those provoked by acute 
osteomyelitis. 

In 1899, Bruns and Hansell described simple 
luxations in osteomyelitis as “‘distention luxations”’ 
and distinguished them from the pseudoluxations 
associated with destruction of the joint surfaces. 
Most of the reported cases are examples of pseudo- 
luxation. 

The predisposing causes of simple luxation are 
destruction of the round ligament, a certain degree 
of relaxation of the capsule, distention and tearing 
of the capsule, and youth. In the young, the ace- 
tabulum is shallow and the centers of ossification 
about the rim are not united. 

The direct causes of simple luxation are granula- 
tions in the acetabulum directly displacing the head 
of the femur and effusions relaxing the joint capsule 
and counterbalancing the atmospheric pressure 
which is of importance in maintaining the head of 
the femur in place. The luxation is favored also by 
atrophy of the muscles of the hip joint, particularly 
the gluteals, and the adoption of vicious attitudes. 
Rarely, is there a displacement of the three centers 
of ossification forming the rim of the acetabulum. 


It is evident that at the time of the luxation the 
bones are always more or less diseased. 

The methods of treatment are manipulation, con- 
tinuous traction, and open operation. 

In the presence of coxalgia, reduction by manipu- 
lation must always be performed very gently because 
of the danger of disseminating the tuberculous 
infection. 

Continuous traction is in general a most service- 
able treatment as regards both the dislocation and 
the pathological process. 

The surgical procedure indicated varies according 
to whether it is to be directed toward reduction of 
the luxation or treatment of the acute arthritis. It 
depends also on the duration of the luxation and 
the presence or absence of mobility. 

The article is concluded with the detailed his- 
tories of fourteen cases and an extensive bibliogra- 
phy. Avpert F, DeGroat, M.D. 


Russell, R. H.: A Tape-Measure Study. J. College 
Surg. Australasia, 1929, i, 365. 


In fractures of the femur equal traction must be 
applied to both lower extremities if the differences 
in length are to be determined accurately with a 
tape measure. Because of the relationship of the 
pelvis to the femora, traction on one extremity pro- 
duces a skeletal shortening of that extremity with 
lengthening of the other extremity. Moderate trac- 
tion is sufficient to overcome muscular contraction. 
Postural skeletal shortening must be overcome by 
equalizing the position of the femora. 

W. P. Biount, M.D. 


Speed, K.: Ununiting Fracture of the Neck of the 
Femur. Surg. Clin. N. Am., 1929, ix, 273. 


Fractures of the neck of the femur which are 
apparently healed but are associated with pain, 
shortening, and coxa vara and possibly with separa- 
tion at the fracture line may be called ununiting 
fractures. Reversal of the process of healing may be 
due to insufficient calcification, early mobilization 
with destruction of the newly formed capillaries, 
or too early weight-bearing leading to the resorption 
of callus. The patient’s weight and the condition of 
endocrine and vascular systems are important vari- 
ables. Repair is not completed with callus formation 
but depends on rebuilding of the finer bone struc- 
tures. This process must be favored by immobiliza- 
tion, proper nutrition, and the stimulation of use. 

The ununiting of fractures of the neck of the femur 
and of slipped epiphyses is best prevented by ac- 
curate reduction by Whitman’s method followed by 
immobilization in a double plaster spica for from 
sixteen to twenty weeks. Sitting and standing 
should be preceded by a week of bed rest with mas- 
sage and active motion. Crutches may then be used 
with a walking caliper or a lift on the opposite 
shoe to protect the new callus. These safeguards 
should not be abandoned until roentgenography 
shows dense union with re-formation of the bone 
trabecule. 
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Evidence of incipient or established ununiting is 
an indication for refixation in plaster and repetition 
of the treatment. When gross separation has oc- 
curred in the cases of adults, operation should be 
done. Freshening and accurate apposition of the 
fractured surfaces are more important than the in- 
sertion of a peg or nail. W. P. Biount, M.D. 


McFarland, B. L.: Congenital Dislocation of the 
Knee. J. Bone & Joint Surg., 1929, xi, 281. 


Congenital dislocation of the knee associated with 
multiple congenital deformities is due to a primary 
embryonic defect and requires open operation. It is 
not benefited by conservative treatment. 

Congenital dislocation of the knee alone is due to 
malposition of the fetus in the uterus and responds to 
manipulation aided, possibly, by subcutaneous tenot- 
omy. ELVEN J. BERKHEISER, M.D. 


Steuer, H. S.: Fractures of the Tibia Involving the 
Knee. Ann. Surg., 1929, 1xxxix, 589. 


The author presents a study of 66 fractures of the 
tibia which were found in 1,300 skeletons. Thirty- 
two of the fractures occurred in the lower third of 
the bone. Of 18 involving the shaft but not enter- 
ing the knee joint, 13 occurred in the middle third 
and 5 in the upper third of the bone. Sixteen oc- 
curred primarily in the upper articular surface itself. 
The last group are discussed in detail. In 50 per cent, 
the lateral tuberosity alone was involved. In 25 per 
cent, both tuberosities were injured. In 25 per cent, 
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the medial tuberosities and intercondyloid eminence 
were involved. 

Tibial fractures involving the knee are caused 
more frequently by direct violence than by indirect 
violence. They increase in frequency up to the age 
of sixty years. Most of those studied by the author 
occurred between the ages of forty and sixty years. 
After the age of sixty years their incidence decreases, 
probably because older persons are less able to with- 
stand the accident and its complications. 

The author distinguishes two main types. In 
the first, either one or both condyles are involved, 
the injury and disorganization of the underlying 
tuberosity always results in deformity, and there is 
rarely a fracture of any other bone. In the second 
type, the injury is less extensive, results in no rec- 
ognizable deformity, and may be secondary to a 
more severe injury elsewhere in the body. ‘The 
physical features of these articular fractures are de- 
scribed. Such fractures have been diagnosed and 
treated surgically as osteitis fibrosa, bone cyst, and 
tuberculosis. For anatomical reasons the first group 
is further divided into three subgroups. In the first, 
there is a stave of the upper end of the tibia which 
more or less cracks the articular surface. In the 
second, there is a comminuted impacted fracture of 
the tuberosity with a Colles-like deformity. In the 
third, there is a depressed fracture of the condyle 
with consequent disorganization of the substance 
of the tuberosity. Examples of each of these sub- 
groups are described. GeorceE C, HEenset, M.D. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Homans, J., and Zollinger, R.: Experimental 
Thrombophlebitis and Lymphatic Obstruction 
of the Lower Limb: A Preliminary Report. 
Arch. Surg., 1929, xviii, 992. 


The oedema associated with a deep phlebitis in 
man is due, not to venous obstruction per se, but to 
interference with the return of the lymph from the 
leg. Following the development of pain in the calf 
of the leg, which marks the onset of deep throm- 
bophlebitis, the first physical sign is not an engorge- 
ment of the superficial veins, but oedema. The leg 
becomes white, not blue. Indeed, it is difficult to 
cause venous stasis in the leg. If the femoral vein 
in man is tied, the blueness which follows disappears 
overnight. In the dog, simultaneous ligation of the 
common iliac and femoral veins causes no recogniz- 
able change. 

All of the evidence indicates that the thrombosis 
of the deep vein plays an indirect réle in the causa- 
tion of oedema of the leg. This indirect effect is 
brought about by a periphlebitic reaction, presum- 
ably through inflammatory involvement of the 
trunk-line lymphatics. Moreover, while thrombosis 
of the femoral vein distal to the entrance of the 
great saphenous vein might conceivably involve a 
sufficient number of |-mphatic trunks to cause 
noticeable swelling in the calf, it is clear that to 
bring about oedema of the entire leg the throm- 
bophlebitis must lie in the external or even in the 
common iliac vein. 

Experimentally it appears that it is practicable 
to cause lymph stasis in the hind leg of a dog by 
an appropriate injury to the principal vein; that a 
portion of the common iliac vein should be included 
in the traumatic process; that the injury to the 
vein need not be of great violence to cause a tem- 
porary lymph stasis but must be of considerable 
violence to cause a permanent lymph stasis; and 
that in the dog the use of non-suppurative bacteria 
will cause chronic lymph stasis. 

The experiments already performed seem to in- 
dicate that the cause of phlegmasia alba dolens is a 
lymphatic obstruction due to the inflammatory re- 
action around an area of thrombophlebitis, and that 
the basic lesion is always in the common or external 
iliac vein, however far it may extend peripherally. 

SAMUEL Kaun, M.D. 


Melchior, E.: Sarcoma of the Inferior Vena Cava 
(Sarkom der Vena cava inferior). Deutsche Ztschr. 
f. Chir., 1928, ccxiii, 125. 
In the case of a man twenty-four years of age the 
author removed a sarcoma of the inferior vena cava 
by resecting a portion of the vessel about 12 cm. 


in length. Histological examination showed the 
neoplasm to be a fibrosarcoma rich in cells which had 
evidently been present for several years and had 
grown very slowly. At first the patient had expe- 
rienced only radiating pains, but later he complained 
of vague gastric disturbances in addition. 

The tumor had completely obstructed the inferior 
vena cava without causing clinical signs of inter- 
ference with the blood stream. Death occurred 
seventeen days after the operation from gangrene of 
the lung following pneumonia. The author attributes 
the absence of circulatory disturbances following the 
extensive resection to the collateral circulation which 
had been established previously as the result of the 
obstruction of the vessel. Duscut (Z). 


BLOOD; TRANSFUSION 


Warburg, E. J., and Jgrgensen, S.: Psychoses and 
Neurasthenia Associated with Achylia Gastrica 
and Megalocytosis, and the Relation Between 
This Syndrome and Pernicious Anemia. II. 
Neurastheniz. Remarks on the Diagnostic 
Value of Color and Volume Indices. Acta med. 
Scand., 1929, xx, 193. 

The authors conclude that there is a chronic 
pathological condition associated with achylia gas- 
trica which explains a great many cases of neuras- 
thenia and some cases of early psychosis, and that 
these mental disorders are often associated with 
mild spinal cord symptoms, glossitis, and megalocy- 
tosis. 

Pernicious anemia represents a rare and late 
stage in this condition, but not infrequently a mild 
anemia may be observed at an early stage. 

Neurasthenia is characterized particularly by ex- 
treme fatigue and pronounced mental irritability, 
whereas the psychoses are frequently conditions of 
imbecility going on to amentia. The acute hallu- 
cinosis is especially pathognomonic. In some cases, 
Korssakow’s psychosis and syndromes resembling 
general paresis are noted. 

Improvement of the condition can be expected in 
any stage of the disease from treatment with large 
doses of hydrochloric acid according to Bie’s method 
and the liver diet suggested by Minot and Murphy. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Elkin, D. C.: Primary Neoplasms of the Lymph 
Nodes: A Clinical Study of Forty-One Cases. 
Arch. Surg., 1929, xviii, 1513. 

The neoplastic conditions of lymphoid tissue con- 
sidered by the author are lymphatic and myelo- 
genous leukemia, Hodgkin’s disease, lymphosar- 
coma, and endothelioma. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


LEUKAEMIA 


In leukemia the blood presents a large number 
of abnormal cells. The type of the cells rather 
than their number is the basis of classification of 
the disease. In myelogenous leukemia the myelo- 
cytes make up from 15 to 70 per cent of the leuco- 
cytes, whereas in acute lymphatic leukaemia the 
large immature lymphocytes are the predominating 
cells and in the chronic type of lymphatic leukemia 
the small lymphocytes are most abundant. In the 
differentiation of leukemia from other enlargements 
of the lymph nodes the age of the patient is of little 
if any value. In the cases reviewed by the author 
the onset of the condition ranged from the tenth 
to the seventieth year of age. The average age of 
onset was forty years. 

The enlargement of the nodes is not so great as 
in Hodgkin’s disease. The nodes are fused by an 
inflammatory reaction, and there is a diffuse growth 
of lymphoid cells. 

Myelogenous leukemia is gradual in its onset. 
The first symptoms are a progressive loss of weight 
and strength or abdominal pain from enlargement 
of the spleen. These are followed by enlargement 
of the nodes and marked anemia. Occasionally 
there is hemorrhage from the nose, gums, or kid- 
neys. The condition may also run an acute course 
with extensive hemorrhages. In the cases reviewed 
by the author the average duration of the condition 
was twenty-four months, but one patient lived four 
years. The leucocyte count varied from 128,000 to 
848,000, with from 12 to 61 per cent of myelocytes. 
The blood count gives little information regarding 
the prognosis except that a high count seems to be 
an indication of chronicity. The older the patient 
the more chronic the course. 

The course of acute lymphatic leukemia is ex- 
tremely variable. Usually the symptoms are intense 
from the beginning. As a rule they begin with fever, 
weakness, prostration, and hemorrhages. The en- 
largement of the original chain of nodes spreads 
rapidly, frequently to all lymphatic tissue. The 
spleen enlarges, but not to the size seen in myelo- 
genous leukemia. Ulceration with hemorrhage 
occurs in the mouth and throughout the gastro- 
intestinal tract. Retinal hemorrhage is frequent. 
The leucocytes are increased, and there is marked 
anemia. The large undifferentiated lymphocytes 
make up from 60 to 99 per cent of the white cells. 
Both the number and the form of the cells may 
change during the course of the disease. 

In chronic lymphatic leukemia the symptoms 
are less severe, the course of the disease longer, and 
the lymphocytes circulating in the blood smaller 
than in the acute type. The onset of the condition 
is gradual, and the enlarged painless nodes are 
usually the first evidence of the condition. Usually 
more than one chain of lymph nodes are involved. 
The liver and spleen gradually enlarge. Embolic 
lymphocytic infiltrations appear in various parts of 
the body. The nodes can usually be reduced in size 
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by roentgen treatments. There is a moderate pro- 
gressive anemia. Three of four patients whose cases 
are reviewed by the author were alive from one to 
four years after the onset of the condition. The 
fourth died three months after the onset, the condi- 
tion being complicated by pregnancy. 

The prognosis in all types of leukemia is un- 
favorable, but in the chronic forms life may be 
prolonged for several years. The course of the 
condition is definitely influenced by roentgen 
therapy. In the cases of myelogenous leukemia 
reviewed by the author, the spleen, long bones, and 
enlarged nodes were X-rayed. In the cases of 
lymphatic leukemia the nodes were irradiated. The 
chronic cases showed definite improvement. In the 
acute cases the results were unfavorable as a drop 
in the leucocyte count was accompanied by in- 
creased anemia. In acute cases, roentgen therapy 
should be carefully controlled. 

Improvement is shown by a gain in weight and 
strength, increased appetite, and reduction in the 
size of the spleen. The return of symptoms can be 
checked by further treatment until resistance to 
irradiation is finally developed. The treatment 
should be controlled by blood counts. Care should 
be taken to avoid too great a decrease in the number 
of white cells. The best response is obtained with a 
reduction to about one-fourth the maximum number 
of cells. 

HODGKIN’S DISEASE 

In Hodgkin’s disease the enlarged nodes may 
appear fused, but the capsules are intact. Cross- 
section of the nodes reveals a semi-translucent sur- 
face with small areas of necrosis. Later, small 
haemorrhages appear and the color becomes darker. 
Fibrosis increases during the course of the disease. 
The microscopic picture shows varying numbers of 
lymphocytes, endothelial cells, eosinophils, and 
endothelial giant cells. The eosinophils are of 
importance in the diagnosis. Biopsy is essential. 

The first symptom of Hodgkin’s disease is usually 
the enlargement of a chain of nodes. Commonly 
these are the cervicals, but inguinal or axillary 
nodes may be involved first or dyspnoea from oc- 
clusion of the bronchi by enlarged mediastinal 
nodes may be noted first. Itching or eczema of the 
skin, progressive weakness, extension of the en- 
largement to other nodes, and splenic enlargement 
may occur. The blood shows secondary anamia. 
The white count is normal except for a slight 
eosinophilia or lymphocytosis. Deaths results from 
cachexia, pneumonia, or pressure of the nodes on 
vital organs. 

With the exception of one case in which the con- 
dition occurred at the age of nine years, the average 
age in the cases reviewed was fifty years. 

The clinical types of Hodgkin’s disease has been 
classified clinically by Ewing as: (1) the acute, (2) 
the chronic generalized, (3) the splenic, (4) the 
gastro-intestinal, (5) the mediastinal, and (6) the 
abdominal types, (7) Mikulicz’s disease, (8) bone- 
marrow lesions, and (9) dermal lesions. 
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In seven cases reviewed by the author the duration 
of life after the onset of the condition varied from 
four to thirty-seven months and averaged nineteen 
months. One patient is still living after forty 
months. The involved nodes were treated with the 
roentgen ray. ‘Temporary regression in the size of 
the nodes and improvement in the general condition 
were noted in every case. In acute cases the dura- 
tion of life was only a few months in spite of regres- 
sion of the nodes following treatment. 


LYMPHOSARCOMA 


Lymphosarcoma is a true malignant neoplasm 
arising in lymphatic tissue. Extensions occur 
through the lymphatics, but true metastases may 
also develop. Acute cases are characterized by rapid 
invasion leading to necrosis, ulceration, and early 
death. In chronic cases, enlarged nodes may be the 
only complaint for several years. 

The nodes can be outlined, but are fused by cap- 
sular invasion or, rarely, by inflammatory reaction. 
They are soft and, except in long-standing cases, 
they bulge on bisection because of the absence of 
fibrosis. ‘There is a diffuse growth of small or large 
lymphoid cells. Multinucleated cells may be pres- 
ent, but there are no giant cells. Mitotic figures 
are frequent. 

The clinical types of lymphosarcoma are grouped 
according to their point of origin as follows: (1) 
cervical, (2) mediastinal, (3) gastro-intestinal, and 
(4) pharyngeal. 

Thirteen of the fifteen cases reviewed by the 
author were those of males. The average age was 
thirty-three years. In eleven cases the cervical 
nodes were involved first. Fever was frequently 
present. The leucocyte count ranged from 12,000 
to 20,000. The increase was due mainly to neutro- 
phils. A moderate anemia was present in most 
instances, but cachexia usually developed late. 

The duration of the disease is extremely variable. 
The patient appears sick only in the acute or ter- 
minal stage, and life may be prolonged for many 
years. Roentgen therapy causes a rapid regression 
in the size of the nodes and improvement in the 
general condition. The rapidity of the response is 
of diagnostic value. On recurrence, the growths 
respond less favorably to irradiation and finally be- 


come resistant. 
ENDOTHELIOMA 


There are two clinical types of endotheliomata— 
the systemic and the localized. In two cases of the 
systemic type which are reviewed by the author 
there was involvement of many nodes with metas- 
tasis to the lungs and the condition was rapidly 
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fatal. The one patient with the localized type whose 
case is cited was still alive after five years. 

In this condition the involved node shows a uni- 
form firm enlargement and in the late stages be- 
comes hard. In recurring tumors, capsular invasion 
sometimes occurs. Cross-section reveals an opaque 
surface with scattered areas of necrosis. There are 
large, diffuse sheets of large round cells with large 
vesicular, hyperchromatic nuclei and small, usually 
multiple, nucleoli. The differentiation of primary 
endotheliomata from metastatic epithelial tumors 
requires a study of the individual characters of the 
cells. The epithelial cell shows a slightly granular 
cytoplasm, a well-marked nucleus, and a rather 
large acidophil nucleolus. 

Clinically there is little to differentiate endo- 
thelioma from other malignant diseases of the 
lymph nodes. It may occur at any age. The sys- 
temic form is usually regarded as Hodgkin’s disease 
on account of its acute manifestations. The blood 
count is normal, and there is no eosinophilia. The 
localized form usually occurs in robust young males. 
The chronic course simulates that of lymphosar- 
coma. Because of the similarity in the response of 
these two conditions to roentgen therapy, they can 
be differentiated only by microscopic section. 


GENERAL COMMENT 


In the treatment of neoplastic growths of lymph- 
oid tissue irradiation is preferable to surgery. 
Although not curative, it causes definite retarda- 
tion of the growths and improvement in the general 
condition. This is true particularly in lympho- 
sarcoma and certain forms of endothelioma. In 
Hodgkin’s disease and leukwmia, prolongation of life 
is probably not great, but there is usually improve- 
ment in the subjective symptoms. Only in acute 
leukemia does irradiation appear to be harmful. 

Accurate diagnosis is essential to treatment and 
prognosis. Except in leukemia, biopsy is necessary 
in the diagnosis. Careful removal of tissue ap- 
parently does not affect the course of the disease. 

In leukemia, prodromal signs of weakness, loss 
of weight, and anemia often appear before en- 
largement of the nodes. A blood count establishes 
the diagnosis. In Hodgkin’s disease and lympho- 
sarcoma, enlargement of the nodes is the first sign. 
In Hodgkin’s disease the patient appears sick, an 
eosinophilia is usually present, the response to 
irradiation is slow, and recurrence is rapid. In 
lymphosarcoma the patient is robust and healthy, 
a leucocytosis without eosinophilia is present, the 
response to irradiation is rapid, and recurrence is 
late. E. S. Piatt, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Cutler, E. C.: The Art of Surgery. Arch. Surg., 1920, 
xviii, 1190. 

Surgery began as an art. By “art” is meant the 
skillful application of knowledge in effecting a desired 
result—a matter of craftsmanship as opposed to 
science. The term connotes the use of the hands. 
The proper use of the hands in the skillful perform- 
ance of operations is still the major problem in sur- 


gery. 

Shortly after the time of Hippocrates, when all 
branches of the healing art were happily unified, 
surgery came to be looked upon largely as a menial 
task involving simple craftsmanship. The mediciner 
considered himself too much a scholar to humble 
himself with practical remedial measures such as 
blood-letting or the care of wounds and fractures. 
These procedures were relegated to the barbers who 
used their hands and possessed cutting instruments. 
Thus, in a sense, armamentarium played a part in 
the creation of surgery, the first medical specialty. 

Practice makes for perfection, and as the barbers 
practiced, so they learned, while their scholarly 
confreres were lost in fruitless speculation and 
scholastic subtleties. The mediciners became philoso- 
phers and turned away from experimentation and the 
study of the body. They were forced into that 
narrow conservatism and that intellectual trap 
which considers historical knowledge as wisdom and 
inhibits observation and search for the truth. The 
barber surgeons gradually began to unravel the 
mysteries of the body, and their development cul- 
minated in the great figures of Paré and Hunter. 
As is always true, practice brought forth the art, 
and practice of the art begat science. 

In modern times, surgery practiced by the hands 
but without a knowledge of anatomy, physiology, 
and bacteriology would not be tolerated. Therefore 
the surgeon must keep abreast of the march of 
medical science and, in fact, must play a réle therein 
himself. 

A problem of great importance in the art of sur- 
gery is that of hemostasis. The fear of hemorrhage 
is the chief force withholding major surgical proce- 
dures, quacks and charlatans. Halstead’s painstak- 
ing devotion to hemostasis, to asepsis, to the delicate 
handling of tissue, and to the artistic finish to his 
handicraft were of the greatest value to surgery. 
Hemostasis requires great delicacy of touch, dex- 
terity, and manual perfection. Great dexterity 
alone, however, is insufficient; it must be backed by 
a full scientific appreciation of the task in hand. 
Introducing a large number of forceps into a wound 
hurriedly is not true surgical craftsmanship. 


The second principle in the art of surgery is the 
induction of anesthesia. The anesthetic must be 
adapted to the patient and must be given properly. 
Surgeons should know the optimum alveolar tension 
of the anesthetic gas for anesthesia. Craftsmanship 
is of importance also in the induction of local anes- 
thesia—spinal, conduction, and infiltrative. 

The third principle of surgery is asepsis. The art 
of surgery is in no way better expressed than in the 
control of sepsis. | Howarp A. McKnicat, M.D. 


Koontz, A. R.: Experimental Results in the Use of 
Dead Fascia Grafts for the Repair of Defects 
in the Hollow Viscera. South. M.J., 1929, xxii, 
417. 

Koontz has used ox fascia lata preserved in 70 
per cent alcohol with successful results in the repair 
of defects in the stomach, bladder, and intestine 
and in the re-inforcement of suture lines in anas- 
tomosis of the intestines. Digestion of the graft in 
the stomach was prevented by giving bismuth sub- 
nitrate by mouth. 

The dead cells of the graft are carried away by 
the wandering cells of the host, fibroblasts from the 
latter unite with the framework of the graft, and 
a new vascular network is formed. The fibers of the 
graft do not act as a foreign body, cause phago- 
cytosis, or show a tendency to be absorbed because 
they are not altered either chemically or physically 
by their preservation in alcohol. 

Jacos M. Mora, M.D. 


Martini: The Increasing Frequency of Thrombosis 
and Fatal Pulmonary Embolism (Ueber die 
Zunahme der Thrombosen und toedlichen Lungen- 
embolien). Arch. klin. Chir., 1928, cliii, 495. 


The amazing increase in fatal postoperative pul- 
monary embolism in the year 1927 and the first half 
of 1928 which occurred in many clinics was noted 
also in the Municipal Hospital of Chemnitz. 

Of 29,190 cases treated surgically in that institu- 
tion in the period from 1917 to 1928, fatal pulmonary 
embolism occurred in 66 (0.22 per cent), and of 22,348 
cases not operated upon, it occurred in 24 (0.10 per 
cent). In 3,193 autopsies, pulmonary embolism was 
found to have been the cause of death in 90 cases 
(0.81 per cent). In 66 (73.3 per cent) of the latter 
an operation had been performed. Of the 66 opera- 
tions, 17 were done under general anesthesia, 23 
under spinal anesthesia, and 26 under local anes- 
thesia. Death occurred in 14 cases between the first 
and fifth day after the operation; in 25 cases, be- 
tween the sixth and tenth day; in 17 cases, between 
the eleventh and fifteenth day; in 5 cases, between 
the sixteenth and twentieth day; and in 5 cases 
between the twenty-first and thirty-eighth day. 
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In 12 cases the operation was performed on the 
stomach; in 3, on the colon; in 4, on the bile tract; 
in 6, on the kidneys, bladder, and prostate; in 4, for 
appendicitis and peritonitis; in 4, for hernia; in 8, 
for intestinal strangulation; in 7, for disease of the 
female genital organs; in 8, for sepsis, phlegmons 
etc.; in 2, for empyema; and in 8, for other condi- 
tions. 

The original thrombus was found in 79 cases. In 
addition to the 79 thromboses which led to the 
formation of fatal emboli, large thrombi which did 
not cause embolism were found in 87 autopsies. 

Grouping of the cases according to years showed 
a rapid increase in the number in the year 1927 to 
1928. A review of the histories gave no clue as to 
the cause of the increase. Early getting up was 
frequently permitted. 

Of 8,399 deaths occurring in the medical division 
of the hospital during the same period of time, 156 
(2.3 per cent) were due to pulmonary embolism. In 
this division also there was a gradual increase in the 
condition toward 1928. No evidence could be 
found that intravenous medication was an important 
factor in the increase. BERGEMANN (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Koch, S. L.: Felons, Acute Lymphangitis, and 
Tendon-Sheath Infections: Differential Diag- 
nosis and Treatment. J. Am. M. Ass., 1929, 
xcii, 1171. 

Koch describes the characteristic symptoms of 
felon and advises that the infected finger be opened 
at the earliest possible moment under general anzs- 
thesia. He states that to drain such an infection an 
incision at one side of the finger suffices if it is long 
enough and if the knife is made to sweep across the 
palmar surface so as to divide the fibrous septa that 
pass vertically from the skin to the periosteum. 
The incision should not extend upward far enough 
to permit invasion of the sheath of the deep flexor 
tendon at its insertion on the base of the distal 
phalanx. Koch does not approve of the horseshoe- 
shaped incision which is so frequently advocated as 
it is unduly long in healing and leaves a painful scar 
over the finger tip and an anesthetic area distal to 
the scar. If the condition is recognized early, there 
should be no necessity for curettage or excision of 
the bone. After the incision has been made, a small 
wedge of petrolatum gauze should be packed into 
the drainage wound in such a way as to hold the 
wound edges apart without preventing the escape 
of pus. The finger should then be kept enveloped 
in a hot wet dressing until the infection is under 
control. 

Acute lymphangitis should be treated by rest in 
bed and the application of a hot wet dressing from 
the finger tips to the axilla. Active surgical treat- 
ment is contra-indicated. To cut into the finger 
before definite localization of the infectious process 
has occurred is to court almost certain disaster. If 
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conservative measures do not bring about an arrest 
of the infectious process, surgical intervention will 
only hasten a fatal outcome. 

The characteristic signs of tendon-sheath infec- 
tions are pain and swelling of the entire finger with 
the swelling more pronounced in the dorsum of the 
finger and tenderness over the anatomical position 
of the tendon sheath. The patient holds the finger 
in a semiflexed position, and any attempt to flex it 
causes severe pain. Successful treatment depends 
upon a correct diagnosis early in the course of the 
infection. Emit C. Ropirsuek, M.D. 


Payr, E.: The Recognition and Treatment of La- 
tent Infection, with Special Consideration of 
the Skeleton and Joint Stiffenings (Ueber Er- 
kennung und Behandlung der ruhenden Infektion. 
Mit besonderer Beruecksichtigung des Skelettes und 
der Gelenkversteifungen). Arch. f. klin. Chir., 1928, 
cliii, 515. 

After injuries of joints or in the proximity of 
joints, complete joint stiffening may develop gradu- 
ally in the entire absence of recognizable evidence 
of inflammatory processes. Such stiffening must be 
attributed to an infectious process with a very in- 
sidious course. After long-continued suppurations, 
sequestration of bone or soft tissues, and severe 
physical exhaustion the danger of the lighting up 
of a latent infection by renewed operative trauma 
is especially great. In the author’s opinion, con- 
stitution plays a not inconsiderable réle in latent 
infections. While the length of time necessary for 
the extinction of such an infection is variable, never- 
theless it can be calculated and there are certain 
methods of examination which indicate whether the 
danger is great or slight. Moreover, from the stand- 
point of diagnosis, there is a great difference between 
latent infections of bone and of soft parts. Of the 
bacteria coming into consideration, streptococci, 
gas-gangrene bacilli, and tetanus bacilli are most 
important. There is considerable difference between 
infections of military and civil life. Sometimes re- 
moval of tissue for examination or an exploratory 
operation seems to be indicated. In general, one 
positive finding is of more significance than many 
negative findings. 

Infection of bone by an open injury or by way of 
the blood stream constitutes the chief source of 
danger. Severely infected joints likewise offer most 
favorable conditions for the lodgment of bacteria. 
In the ankylosis of such joints, bone and soft tissues 
combine to favor latent infection. Other regions of 
the body are the sites of latent bacteria much less 
often than the skeletal system. Foreign bodies are 
especially apt to carry latent infection. Military 
practice has shown that foreign bodies and bacteria 
carried deeply into the tissues and widely dissem- 
inated by projectiles often give rise to infections 
after operations performed years later, even when 
the primary wound healed without complications. 

Firm infiltrations after phlegmons, tenderness of 
the soft parts over ankyloses, pain in scars with 
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changes in the weather, and the frequent spontaneous 
extrusion of small sequestra after traumatic osteo- 
myelitis are to be regarded with particular sus- 
picion. Like many other surgeons, the author has 
occasionally discovered the presence of quiescent 
infection in the operations preliminary to arthro- 
plasty. As is demonstrated by civil practice, there 
are many septic processes in which, after years, 
there is still an active focus or a focus that may at 
any time become activated. Following osteomye- 
litis, compound fractures in the vicinity of joints, 
and joint fractures, the danger of latent infection 
persists for a long time, sometimes even for life. 
However, experience shows that the infection in 
compound fractures often becomes quiescent sur- 
prisingly rapidly after bony union, and that metas- 
tatic joint suppurations followed by bony ankylosis 
are less dangerous than those followed by fibrous 
ankylosis. ‘The only exception is the ankylosed 
gonorrhoeal joint in which the infection remains 
active for a long time. 

Of importance in the diagnosis of latent infection 
is the previous history, particularly as regards the 
nature of the former infection, the time of the in- 
jury, and the appearance of signs of inflammation 
at the site of the old infection or disease. Local and 
general manifestations in the nature of temperature 
elevations in the region of the joint; pathological 
changes in the soft parts, such as pallor of the skin, 
cedema, immobility of the skin infiltration, cica- 
trices, and pain on pressure; enlargement and ten- 
derness of the regional lymph glands; subfebrile 
temperature elevations; a tendency toward fatigue 
and depression; headache; exaggerated perspira- 
tion; pain in other joints or in muscles; and general 
malaise are of significance provided they are in 
direct relation to changes in the ankylosed joint. 
Comparison of the involved part with the corres- 
ponding part of the sound side and repeated ex- 
amination under different conditions (during use of 
the joint, following stimulating irradiation, and 
after the injection of a foreign protein) are neces- 
sary. When the joint is surrounded by marked 
swelling of the soft tissues and determinations of 
the skin temperature are without result, valuable 
assistance may be obtained from deep thermometry 
by the Zondek method. 

Direct evidences of the focus present are recog- 
nized in the roentgenological demonstration of 
foreign bodies, sequestra, and granulomata. Granu- 
lomata are more readily detected when there is 
atrophy of the spongiosa than when the bone is 
hard. They are revealed also by tests for local 
inflammation (elevation of the skin temperature, 
local leucocytosis) ; the presence of a general inflam- 
matory reaction of the suspected focus (blood pic- 
ture, rate of sedimentation of the blood cells, 
agglutination tests); stimulating methods to bring 
out a local or general focal reaction (massage, in- 
creased medicomechanical movement of joints with 
fibrous ankylosis, the removal of supporting splints, 
and the injection of from 200 to 300 c. cm. of physio- 


logical salt solution around the joint according to 
Capelle’s method); and, to a less extent, by thermic 
or chemical irritation. 

From twelve to twenty-four hours after X-ray 
treatment with from one-fourth to one-third the 
erythema dose (Fruend), the author has noted, in 
quiescent infections, an increase in the body tem- 
perature and local redness and oedema. This method 
of stimulation gave positive results in 20 per cent 
of ninety ‘cases. In material removed for histo- 
logical and bacteriological examination (excision of 
scars, bone puncture) positive findings constitute a 
definite contra-indication to a reconstructive opera- 
tion and demand that measures be taken to render 
the focus innocuous. The reaction of the organism 
to operative trauma may be determined and ma- 
terial obtained for examination also by exploratory 
operation. 

For the treatment of latent infections before op- 
eration the author considers medicaments of little 
value and recommends the use of sera and vaccines 
and hyperemia, particularly the hyperemia ob- 
tained by diathermy and deep .X-ray irradiation. 
Control of all methods of conservative treatment of 
latent infection by very careful measurements of 
the skin temperature and comparative tests of the 
reaction to irritation before, during, and after the 
conclusion of the treatment is necessary for judging 
the efficacy of such methods. If foci are morpho- 
logically recognizable, they should be removed as 
radically as possible before operation is performed 
on the joint. If findings suggestive of latent infec- 
tion are first noted during an operation of the 
skeletal system, the soft tissue foci should be 
painted immediately with tincture of iodine and 
excised as completely as possible. Bone foci, which 
are much more serious, should be cauterized with 
the actual cautery or concentrated carbolic acid and 
then treated with alcohol. Irrigation of the opera- 
tive wound with tincture of iodine or Pregl’s solution 
is also to be considered. The interposition of tissue 
and the introduction of foreign bodies must be 
avoided, and care must be taken to obtain complete 
haemostasis. When obvious foci of infection such as 
sequestra and abscesses are found, it is advisable to 
stop the operation and leave the wound wide open 
or close it only partially. SYLLER (Z). 


ANZSTHESIA 


Slot, G.: Deaths under Anesthetics, with Special 
Relation to Their Pathology. Proc. Roy. Soc. 
Med., Lond., 1929, xxii, go1. 

Deaths from anaesthesia are classified as due to 
(1) status lymphaticus, (2) gross accident, (3) myo- 
carditis or arteriosclerosis, (4) gross disease such as 
intestinal obstruction, and (5) asphyxia caused by 
spinal anesthesia. 

In status lymphaticus autopsy reveals enlarge- 
ment of the thymus, hyperplasia of the glandular 
tissue at the base of the tongue, hypertrophy of the 
tonsils, and enlargement of the spleen and the 
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abdominal lymphatic glands in Peyer’s patches. 
Death may be due to a vagus disturbance, a lympho- 
toxamia, or anaphylactic shock. 

Ethyl chloride affects blood pressure very mark- 
edly and seems to cause death by depressing the 
respiratory center. Death in nitrous oxide anasthe- 
sia is due to a mixture of asphyxia and anoxemia. 
In cases of death due to ether the postmortem 
findings are variable. Grorcr R. McAutirr, M.D. 


Martin, B.: Our Present-Day Knowledge of Avertin 
and Its Practical Use (Unsere heutige Kenntnis 
des Avertins und seine praktische Verwendung). 
Deutsche med. Wchnschr., 1928, ii, 2068, 2110. 


Martin presents a review of the more recent re- 
sults and advances in the induction of anaesthesia 
with avertin. Studies on the absorption of avertin 
revealed the important fact that solutions of low 
concentration are absorbed more slowly and are 
therefore less toxic than those of a higher concentra- 
tion. Accordingly, the use of dilute solutions per- 
mits the administration of larger doses. 

Up to 80 per cent of the avertin is excreted to- 
gether with gluconic acid. Its excretion begins very 
rapidly and attains its maximum in about four hours. 

With regard to the dosage, Martin states that 
usually from 0.12 to 0.15 gm. per kilogram of body 
weight is given in a 3 per cent solution. For obtain- 
ing familiarity with the procedure, in which the 
greatest care is always necessary, he recommends 
the induction of a basic narcosis with 0.1 gm. per 
kilogram of body weight. In addition to the body 
weight, the patient’s age, resistance, and reactivity 
and the severity of the operative procedure are of 
importance in determining the dosage. 

In the preparation of the patient for avertin 
anesthesia, thorough evacuation of the bowel is not 
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absolutely essential, but it seems to be of importance 
to give supplementary medicaments such as mor- 
phine, pantopon, etc., since in nearly all cases these 
drugs assure complete anesthesia. Martin recom- 
mends the addition of from 20 to 25 c.cm. of a 20 
per cent magnesium sulphate solution to the enema 
and the simultaneous subcutaneous injection of 0.03 
gm. of narkophin. 

Accidents from circulatory disturbances are rare, 
and the fall in the blood pressure is usually not 
alarming. Of greater importance is the effect on the 
respiratory center. Next to evacuation of the enema, 
carbon-dioxide inhalation is the best remedy for 
respiratory disturbances. 

Avertin narcosis has about the same indications 
as general anesthesia. It is recommended particu- 
larly for patients with psychic disturbances (Base- 
dow), decrepit persons, and extensive abdominal 
and thoracic operations. The contra-indications in- 
clude chronic pulmonary disease, in which the 
respiratory surface is diminished (phrenicus exere- 
sis); acute injuries to the renal parenchyma; chronic 
renal insufficiency; heart disease without cardiac re- 
serve; ulcerative lesions of the colon; increased intra- 
cranial pressure; and brain tumors. 

The after-treatment following avertin narcosis is 
no more difficult than that necessary after other 
types of anasthesia. The after-sleep lasts for from 
one and one-half to two hours. Post-anesthetic dis- 
turbances such as vomiting and restlessness are 
uncommon. 

None of the five deaths occurring during 1928 
following avertin narcosis was due entirely to the 
avertin. 

In addition to its use as a narcotic agent, avertin 
is of value in the treatment of tetanus and in experi- 
mental investigations. Koenic (Z). 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


McKelvey, J. L.: Abnormalities of the Hind End of 
the Body. J. College Surg. Australasia, 1929, i, 285, 


The author gives briefly the clinical histories of: 
(1) a boy with an imperforate anus and little evi- 
dence of a proctodeal dimple; (2) a man forty-eight 
years of age with hypospadias extending to the 
perineum and a split scrotum and penis; (3) a girl 
thirteen years of age with a double uterus and enor- 
mous distention of the left tube and left uterus by 
menstrual blood due to lack of a communication 
between the left cervix and the vagina; and (4) a girl 
ten years of age with exstrophy of the bladder and an 
imperforate hymen causing hematometra. 

Following a review of the early development of 
the embryo, he describes and classifies the deformi- 
ties that may occur in the formation of the genital 
organs of the female and discusses in detail the faulty 
differentiation of the cloaca and the development of 
hypospadias, epispadias, and extroversion of the 
bladder. In conclusion, he states that in his opinion 
none of the theories formulated to explain these 
anomalies is entirely satisfactory. 

Emu C. Rositsuek, M.D. 


Walshe, F. M.R.: The Physiological Analysis of 
Some Clinically Observed Disorders of Move- 
ment. Lancet, 1929, ccxvi, 963. 


The author distinguishes three physiological levels 
of function in the nervous system. The lowest level 
is subserved by the afferent and efferent neurones of 
the segmental nervous system. It is fully organized 
at birth and has a well-defined range of activity 
which is not variable. Upon this level depends the 
simple coérdination of movement and posture. 

The middle level is represented anatomically by 
the projection system neurones of the cerebral cortex. 
The function of this level consists in the analysis of 
the relatively large movements which are sub- 
served as reflex reactions by the lowest level and 
the synthesis of numerous fractions into a vast 
number of combinations and sequences of move- 
ments and postures. 

The highest level is the most complex and differen- 
tiated. It achieves the final integration of the or- 
ganism and its adaptation to its environment. 

In hemiplegia, spasticity in the upper limb is 
maximal in the flexors of the wrist and digits, the 
flexors and pronators of the forearm, and the abduc- 
tors of the upper arm. The extensors of the wrist 
and digits usually show no spasticity. In the lower 
limb, spasticity is maximal in the plantar flexors of 
the foot and toes, the knee extensors, and the thigh 
abductors. 


Spasticity can be abolished by posterior root sec- 
tion and by the intramuscular injection of novocain 
in such strengths as to paralyze conduction in the 
sensory nerves of the muscles. 

Spasticity due to pyramidal lesions is character- 
ized by reaction to sudden stretch by tendon jerk 
and clonus, reaction to slight increasing stretch by 
inhibition and the presence of tonic reflexes arising 
in the labyrinths and the neck and limb muscles. 

I. GREENE, M.D. 


Abernethy, D. A.: A Case of Primary Double 
Epithelioma. Brit. J. Surg., 1929, xvi, 687. 


Eight years before coming to operation, the pa- 
tient whose case is reported had fallen from a bicycle, 
cutting his face on the left side. ‘The wound failed to 
heal entirely and a sinus exuding a watery discharge 
persisted for seven years. During the last twelve 
months a warty excrescence had grown from the 
edge of the sinus. A lump had been present in the 
edge of the pinna of the right ear for an indefinite 
time and the skin overlying it had become thin and 
had broken down, allowing the extrusion of a hard 
brownish stone % in. in diameter. After extrusion 
of the stone there remained an ulcer which had failed 
to heal and in four months had increased in size. 

At the time the patient was examined by the 
author he presented a papillomatous growth on the 
left side of the face, midway between the external 
auditory meatus and the external canthus, and an 
ulcer in the highest part of the pinna of the right 
ear. The papillomatous growth was about % in. in 
diameter and raised about the same distance from 
the surface. Its base was hard and indurated. It 
showed no ulceration. The ulcer of the ear, which 
was 1 in. long and % in. broad, had raised irregular 
edges and a raised indurated base. No adenopathy 
was present. 

On section following their removal, both growths 
were found to be epitheliomatous and to contain cell . 
nests. 

In the author’s ‘opinion, trauma played an im- 
portant part in the production of these two cancers. 

Antuony F. Sava, M.D. 


Pearl R., Sutton, A. C. and Howard, W. T., Jr.: 
Experimental Treatment of Cancer with 
Tuberculin. Lancet, 1929, ccxvi, 1078. 


The authors report seven cases of cancer, regarded 
as hopeless, which they treated with tuberculin, a 
bouillon filtrate from Human Strain 37. The dosage 
and intervals were regulated according to the pa- 
tient’s sensitivity as determined by an intracutane- 
ous test with old tuberculin. 

Following each injection there appeared to be a 
definite reaction in the tumor. During the first six 
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weeks the dosage was kept low. At the end of that 
period, definite improvement in the patient’s condi- 
tion was usually noted although up to that time 
little change was apparent. In increasing the dosage 
at the end of six weeks great caution is necessary as 
death may result from the too rapid production of 
toxic products by the changes produced in the tumor 
a or from a condition closely resembling allergic 
shock. 

In the authors’ opinion, the clinical and histopath- 
ological results which have been obtained so far are 
of a sufficiently promising character to warrant con- 
tinuation of the investigation. The most effective 
method of using tuberculin in the treatment of can- 
cer, the effect of tuberculin on early cancer, and the 
value of tuberculin treatment in combination with 
surgery, radium irradiation, and other forms of 
cancer therapy are still to be determined. 

SAMUEL Kaun, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Dew, H.: Secondary Echinococcosis. J. College Surg. 
Australasia, 1929, i, 337- 


Dew first describes the structure of the simple 
hydatid cyst. He states that the death of the para- 
site does not invariably occur when such a cyst is 
punctured or ruptured under aseptic conditions; 
that, in fact, it probably seldom occurs. In many 
cases the germinal elements give rise to a fresh local 
or widely distributed series of cysts, a secondary 
echinococcosis. 

In the author’s opinion, secondary cysts are de- 
rived mainly from the relatively undifferentiated 
scolices rather than the mature type. When shed 
into the tissues under aseptic conditions, daughter 
cysts, brood capsules, scolices, and germinal mem- 
branes may become implanted and give rise to 
secondary cysts that ultimately become fertile. 

The author discusses briefly the localized second- 
ary, the peritoneal and pelvic, the pleural, and the 
metastatic forms of echinococcosis. 

In the peritoneum secondary cysts are the most 
common type. They are always due to leakage from 
a primary abdominal cyst. The latter is usually 
situated in the liver, but in some cases may be in 
the spleen, kidney, or omentum. The immediate 
results of rupture of the cyst include pain, peritoneal 
shock, and anaphylactic symptoms. In the opera- 
tive treatment of peritoneal cysts a search for the 
primary cyst should be made. 

Intrapleural rupture of a cyst is usually followed 
by a simple or valvular pneumothorax or an infective 
process, but sometimes causes only transitory ana- 
phylactic symptoms. If aseptic conditions are main- 
tained, the formation of secondary cysts may follow 
the implantation of scolices on the pleural surfaces. 
Multiple secondary cysts of the pericardium have 
also been found. 

Metastatic secondary cysts are the rarest form 
and are due to the intravascular rupture of a fertile 
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simple cyst. The rupture may take place into the 
venous circulation—either the peripheral veins or 
the right side of the heart—or into the arterial cir- 
culation—one of the left chambers of the heart. As 
is to be expected, anaphylactic shock is often severe 
and sometimes fatal. As a rule, however, it is fol- 
lowed by recovery. Scolices entering the heart from 
the veins are carried to the lungs where they form 
multiple metastatic cysts. When the rupture of the 
cyst occurs into the left auricle or ventricle the 
hydatid elements enter the systemic circulation, 
giving rise to metastatic cysts in various parts of 
the body. Sixty per cent of the cysts thus formed 
occur in the brain. In the child, brain cysts are 
usually single and primary, whereas in the adult 
they are usually multiple and secondary. Primary 
cysts of the brain are seven times as common in the 
child as in the adult. 

In conclusion the author states that when the 
extrahepatic cysts exceed one-third of the total 
number, they are probably secondary. 

Emit C. Rositsuek, M.D. 


DUCTLESS GLANDS 


Lawrence, C. H., and Rowe, A. W.: Studies of the 
Endocrine Glands. VII. An Analysis of 500 
Cases Simulating Endocrine Disorders. /ndo- 
crinology, 1929, xiii, 109. 

From the 'aboratory and clinical findings in 500 
cases of conditions simulating endocrine disorders 
the authors draw the following conclusions: 

1. Endocrine and non-endocrine conditions often 
simulate each other so exactly that they can be 
differentiated only by correlating complete clinical 
and laboratory studies. 

2. When clinical examination discloses evidence 
of organic disease, this evidence must take prece- 
dence in the determination of the diagnosis over 
any signs of metabolic disturbance. 

3. While the history and physical examination are 
essential to the differentiation of non-endocrine and 
endocrine conditions, clinical examination is often 
insufficient for the establishment of a correct diag- 
nosis and must be supplemented by such laboratory 
studies as may be necessary to reveal the status of 
metabolic efficiency. J. Frank Doucury, M.D. 


Verney, E. B.: Polyuria Associated with Pituitary 
Dysfunction. Lancet, 1929, ccxvi, 539. 


Verney reports his studies on polyuria made with 
heart-lung-kidney preparations before and after hy- 

pophysectomy. 

He concludes that the polyuria following isolation 
of the mammalian kidney is due to the removal of the 
kidney from the normally sustained anti-diuretic ac- 
tion of the secretion of the pituitary. Diabetes in- 
sipidus is due to the loss of the influence of the pitui- 
tary upon thekidney. Inall probability, the ingestion 
of water leads to a temporary inhibition of the func- 
tion of the pituitary and thereby to the release of the 
kidney from its anti-diuretic influence. The mecha- 
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nism by which such a physiological inhibition is pro- 
duced is as yet not known. Jacos M. Mora, M.D. 


Christiansen, T.: Macrosomia Adiposa Congenita. 
A New Dysendocrine Syndrome of Familial 
Occurrence. Endocrinology, 1929, xiii, 149. 


The condition described by the author occurred 
in seven of the nine children of two sisters with 
menstrual disorders. All of the children were born 
at full term. Of the seven with macrosomia, five 
died within the first year of life. In the one case 
which came to autopsy, adenomata were found in 
the suprarenal cortex, and there was an accumula- 
tion of eosinophiles in the thymus. 

Macrosomia adiposa congenita is an obese type 
of premature development probably depending on 
hyperfunction of the suprarenal cortex. It is in a 
class by itself because of the absence of sexual 
abnormalities and hirsutes. Perhaps it is a pluri- 
glandular syndrome. It may be regarded as a lethal 
hereditable abnormality, a phenomenon of trans- 
formative heredity. J. Frank Dovueaty, M.D. 


Smith, E. E.: Thymoma of Lymphosarcoma Type. 
Ann. Int. Med., 1929, ii, 1063. 


The author reports a thymoma weighing 3,110 
gm., the largest on record. Cytologically, the tumor 
corresponded most nearly to a pure lymphosarcoma. 
It had not markedly invaded the contiguous tissues 
but surrounded and compressed the mediastinal 
structures. The patient had been sent to the hospital 
with a diagnosis of hyperthyroidism, and the tumor 
was shown by the X-ray. GrorceE A. Cotzett, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Reyner, C. E.: The Sedimentation of Red Blood 
Cells. J. Lab. & Clin. Med., 1929, xiv, 630. 

Numerous theories have been advanced to explain 
the acceleration of the sedimentation rate of the red 
blood cells in certain diseases. The observation that 
bacteria] suspensions to which formaldehyde has 
been added are more difficult to throw down in the 
centrifuge than those not so treated suggested the 
application of the surface-tension principle to a 
study of the sedimentation of red blood cells. 

In a series of experiments it was found that the 
surface tension of blood is increased by the addition 
of formaldehyde and markedly decreased by the 
addition of sodium oleate. The rate of sedimenta- 
tion of red blood cells is greatly diminished by 
sodium oleate in normal blood as well as in the 
blood of persons with pulmonary tuberculosis. 
These facts suggest that the acceleration of the 
rate of sedimentation in tuberculosis and other 
infectious diseases is explainable upon the basis of 
surface tension. Georce A. M.D. 


Harvey, S. C.: The Velocity of the Growth of Fibro- 
blasts in the Healing Wound. Arch. Surg., 1920, 
xvili, 1227. 


Harvey states that the tensile strength of a heal- 


ing wound is a function of the multiplication and 
maturation of the fibroblasts. Before growth be- 
comes appreciable in the terms of this function 
there is a latent period of approximately four days. 
The velocity of growth so determined starts ab- 
ruptly at a maximum and progressively diminishes. 
The curve of the velocity of growth is closely 
analogous to the autostatic or ‘“‘growth-retarded”’ 
phase of growth in general and approaches an 
asymptote which represents the strength of con- 
nective tissue of the age of from ten to fourteen 
days. Howarp A. McKnicut, M.D. 


Melzner, E.: A Statistical Contribution on the Value 
of the Tuberculin Test in Surgery (Statistischer 
Beitrag zur Bewertung der Tuberkulinprobe in der 
Chirurgie). Beitr. z. klin. Chir., 1928, cxliv, 621. 


As in recent years there has been increasing doubt 
regarding the practical value of the diagnostic 
tuberculin reaction, the author set himself the task 
of studying and reporting upon the findings in 183 
cases examined at the surgical clinic of the Univer- 
sity of Koenigsberg. 

He concludes that the positive local reaction is 
not a certain indication of the presence of tubercu- 
losis since in one-half of the cases the disease is not 
specific. He states also that the negative local 
reaction does not exclude tuberculosis with certainty 
since of 100 cases of certain tuberculosis only 22 
gave a positive reaction. Finally, he expresses grave 
doubt as to the specificity of the local reaction, the 
purely specific action of the tuberculin. The reaction 
is of most value in disease of the joints and bones and 
of least value in disease of the epididymis. 

On account of its unreliability, Melzner recom- 
mends that the test be discarded entirely and that, 
in its stead, biopsy be employed as a supplement to 
roentgen examination, the demonstration of the 
tubercle bacillus, and animal experimentation. 

VOGELER (Z). 


Fairley, K. D.: The Intradermal Test in Hydatid 
Disease: A Critical Analysis of Its Results. 
Med. J. Australia, 1929, i, 472. 


In a study of the results of the intradermal test for 
hydatid disease Fairley found that in patients not 
previously operated upon for hydatid disease an im-’ 
mediate response was obtained in 77 per cent of those 
with uncomplicated cysts and in 92.6 per cent of 
those with ruptured or suppurating cysts. However, 
of eighty-seven patients showing an immediate reac- 
tion, there was proof of hydatid disease in only fifty- 
two (59.8 per cent). A positive response to the test 
is therefore not conclusive evidence of hydatid dis- 
ease. 

Great care is necessary in the interpretation of the 
reaction. Operation should never be undertaken on 
the basis of the test alone. 

Of the patients without an immediate response to 
the test, no evidence of hydatid infestation could be 
found in 96.8 per cent. The absence of an immediate 
response is therefore an extremely valuable though 
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not absolutely conclusive indication of the absence 
of hydatid disease. When there is no history of a re- 
cent urticarial rash, the absence of an immediate re- 
sponse excludes a ruptured or suppurating cyst. 

In Australia, a positive delayed response to the 
first intradermal test is of value as evidence of the 
presence of hydatid disease provided the fluid used 
for the test is known to be suitable. This response 
was found in only 56 per cent of the patients with un- 
complicated cysts and 26 per cent of those with rup- 
tured or suppurating cysts. The absence of a de- 
layed reaction is of no value in excluding hydatid 
disease. In a patient not previously operated on for 
hydatid disease, absence of a delayed reaction in the 
presence of a positive immediate response associated 
with high titre complement fixation or precipitin 
tests is pathognomonic of rupture or suppuration of 
acyst. Such findings are frequent also in the second 
week after operation on a hydatid cyst. 

The pathological condition of the cyst has a much 
greater influence on the intradermal reaction than 
the location of the parasite. 

In the postoperative period immediate reactions 
were absent in 9.8 per cent of the patients whose 
cases are reviewed. Absence of an immediate reac- 
tion months or years after an operation in the case of 
a patient previously showing a positive response is 
strong evidence of cure when recent rupture of a cyst 
can be excluded. A pre-operative delayed reaction 
usually disappears within from a few hours to a fort- 
night after operation. Generally it re-appears in 
from ten days to two months. When no absorption 
of antigen occurs, the reaction is not affected by sur- 
gical interference. When reactions occur ten years 
or more after an operation for hydatid disease a care- 
ful investigation for other cysts should be made. 

Jacos M. Mora, M.D. 
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Pocock, R. I., Lovell, R., Hindle, E., Thomson, J. 
G., Cameron, T. W. M., Wigglesworth, V. B., 
and Hamerton, A. E.: Discussion on Monkeys 
and Human Disease. Proc. Roy. Soc. Med., Lond., 
1929, xxii, 819. 

Pocock discusses the zoological relations of 
primates. He states that the primates of the 
Eastern Hemisphere, aside from man, belong in two 
groups: the monkeys (cynomorpha or dog-like) and 
the apes (anthropomorpha or man-like). Between 
these two groups there are definite structural dif- 
ferences—the relative length of the arms and legs 
and the structure of the hands and feet—which lead 
to different types of locomotion on land and through 
the trees. 

The gibbon, the most monkey-like of the apes, 
was formerly assumed to represent a transitional 
stage between monkeys and the higher apes, but 
this assumption was not correct. The gibbon’s 
methods of climbing and walking are different from 
those of the monkey. The apes seem to have learned 
to climb secondarily, their remote ancestors having 


lost in great measure their power to climb. They 
were formerly more terrestrial and less arboreal than 
they are now. The newer method of climbing was 
perfected in the gibbons. 

The structural resemblance between man and the 
ape is so well marked as to establish a definite 
relationship between the two. In the hand of man 
the thumb projects close to the wrist as in the apes, 
and the foot has a broad heel. The structure of the 
foot, with the dominant first toe adherent to the sole 
and unopposable to the other toes, is unlike that of 
any other foot in the animal kingdom. This in- 
dicates that the common ancestor of man and the 
apes was mainly terrestrial and that whereas the 
apes returned more toward arboreal habits, man per- 
fected terrestrial locomotion in the erect bipedal 
manner. 

In discussing bacterial diseases in monkeys, 
LovELL states that as no authentic cases of bacterial 
infection of monkeys in their natural state is known, 
a consideration of bacterial diseases in these animals 
must be limited to infections occurring spontaneous- 
ly and infections produced experimentally in mon- 
keys in captivity. 

The diseases occurring spontaneously include 
respiratory diseases, such as pneumonia and tuber- 
culosis, and diseases of the digestive tract. 

Blake and Cecil in 1920 studied a spontaneous out- 
break of pneumonia in a shipment of monkeys. Of 
thirty-six cases, twenty-eight were due to strepto- 
coccus pneumoniz of Group 4, two to streptococcus 
hamolyticus, and two to streptococcus viridans. In 
the four others the cultures were sterile or con- 
taminated. The spread of the epidemic was be- 
lieved to be due to overcrowding. 

In 1928, Wisner reported eight cases of Type 2 
pneumococcus infection (streptococcus pneumoniz) 
among seventy-six monkeys at the Roumanian 
Serological Institute. Vaccine treatment was 
credited with causing the cessation of the epidemic. 
Lovell cites two cases showing the streptococcus 
pneumonie of Group 4. In one case hemophilus 
influenze was also found. 

Scott, in 1925, reported an epidemic of colitis 
among baboons in which the bacterium aertrycke 
(mutton) was isolated from twelve of fifteen fatal 
cases. The bacterium flexneri and bacillus morganii 
have also been found in these animals. Another 
organism allied to the dysentery group of bacilli was 
isolated from four animals in which inflammation 
of the intestines was found at necropsy. 

In 1923, Fox reported tuberculosis in monkeys 
captured for experimental work, but the possibility 
that the infection was acquired from man could not 
be excluded. In monkeys in captivity, tuberculosis 
is a common cause of death. The human and bovine 
types of the bacillus are equally virulent, while the 
avian type is distinctly less virulent. The human 
type is the most common cause of the disease. 

Other organisms which have been found are the 
staphylococcus aureus, the staphylococcus equinus, 
and one of the pasteurella group. 
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Diseases produced in monkeys by experimental 
methods include Malta fever, yellow fever, lobar 
pneumonia, cerebrospinal meningitis, and leprosy. 

HINDLE discusses filterable viruses. He states 
that, because of their close approximation to man, 
monkeys and apes are favorable subjects for the 
study of human diseases, particularly conditions 
due to the filterable viruses, some of which cannot 
live in any other host. With the exception of rabies, 
however, there is little direct evidence that, in the 
wild state, monkeys are susceptible to the virus 
diseases of man. In 1915, Balfour reported that in 
Trinidad epidemics of yellow fever are always pre- 
ceded by the deaths of large numbers of red howler 
monkeys. In West Africa all of the species of mon- 
keys are naturally immune to yellow fever and 
therefore they de not act as natural reservoirs of 
infection. 

Although monkeys are susceptible to rabies there 
is no authentic case of transference of this infection 
to man from a monkey. 

Certain of the human virus diseases, notably 
yellow fever and poliomyelitis, can be studied only 
in certain species of monkeys. 

Yellow fever is endemic in West Africa and in parts 
of South America. Recently the macacus rhesus, 
and to a less degree, the closely related macacus 
sinicus were discovered to be suitable laboratory 
subjects, whereas formerly only human volunteers 
could be used. The susceptible animals were in- 
variably Asiatic. There is a great difference in the 
susceptibility of the macacus rhesus and macacus 
sinicus, the former almost invariably dying while 
the latter is more resistant and cannot be used for 
maintenance of a strain. 

There is apparently a lack of correlation between 
virulence in man and in monkeys. A mild case in 
man seems more favorable than a severe one for 
transmission to monkeys. The virus seems to main- 
tain its virulence for man after many passages 
through monkeys, for six laboratory infections have 
occurred within eighteen months. The probable 
route is through the unbroken skin (Bauer and 
Hudson, 1928). 

The pathological changes produced in man are 
almost identical with those produced in monkeys,but 
in man the virus seems to disappear from the blood 
and probably also from the internal organs after 
the first three days of fever, whereas in monkeys the 
blood and organs are extremely virulent. 

As a direct result of studies in monkeys, Hindle 
discovered a method of vaccination which is pro- 
tective in monkeys and was used successfully also in 
the recent epidemic in Brasil (Aragao, 1928). The 
vaccine is a formalinized or a phenol-glycerin sus- 
pension of the liver and spleen of an infected monkey 
killed when the temperature had become subnormal 
and the animal was moribund. The vaccine appears 
to be a successful protective agent supplementing 
control of the disease by anti-mosquito campaigns. 

Poliomyelitis was first‘transmitted to monkeys by 
Landsteiner and Popper in 1909. The mortality rose 
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in succeeding passages until nearly every animal 
died from respiratory paralysis. The virulence of 
the bacteria persists for several years. It then 
diminishes, but is renewed after further passages. 

Measles was reproduced in monkeys as early as 
1905. In 1921, Blake and Trask reproduced a con- 
stant group of symptoms closely resembling those 
noted in man by intratracheal injections of naso- 
pharyngeal washings from cases of measles in the 
pre-eruptive and early eruptive stages. he wash- 
ings were still capable of producing the disease after 
being passed through a Berkefeld N filter, a fact 
proving that the infection was not dependent on the 
organisms of the mouth flora. Recovery confers 
immunity in monkeys as well as in man. 

Other virus diseases which can be produced in 
monkeys are smallpox, rabies, typhus fever, Rocky 
Mountain fever, Japanese river fever, trachoma, 
and Oroya fever. For most of these infections other 
hosts can be used, but in the study of poliomyelitis 
and yellow fever monkeys are essential. 

THOMSON states that parasites of the four classes 
of protozoa—rhizopoda, mastigophora, sporozoa, 
and ciliata—are found in man and monkeys and 
comparative study shows that some of the species 
are morphologically identical. In 1928, Hegner 
reported that when a species of protozoa is found in 
two species of mammals it may indicate a close 
relationship between the hosts. 

In monkeys, nine species of entamoeba have been 
found which correspond morphologically to the 
entamoceba histolytica and entameeba coli of man. 

Of the flagellates, the genera trichomonas, chilo- 
mastix, giardia, and embadomonas have been 
found in monkeys and are morphologically identical 
with those found in man. 

The only ciliate of importance found in man and 
monkeys is balantidium coli. 

Trypanosomes have been discovered in monkeys 
in districts where sleeping sickness is epidemic. 
The organisms are morphologically identical with 
trypanosomes occurring in man. 

Malarial parasites have been found in various 
species of monkeys in all parts of the world. Some 
of them are very similar to the three species found 
in man, but have not yet been proved identical. 

CAMERON states that many helminths have been © 
found in man. About twelve are common and im- 
portant. They belong to two different phyla—the 
flatworms (trematodes and cestodes) and the round- 
worms (nematodes). 

The important trematodes found in man include 
clonorchis, paragonimus, fasciolopsis, and the three 
species of bilharzia worms—schistosoma haemato- 
bium, schistosoma mansoni, and _ schistosoma 
japonicum. Of these, only schistosoma mansoni has 
been definitely found in monkeys. ‘The flukes 


naturally occurring in monkeys are more closely 
related to those of bats and ruminants than those of 
man. 

The typical cestodes of man are tenia solium ant 
an 


tenia saginata, diphyllobothrium latum, 
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hymenolepis nana. None of these has been found 
in primates. Bertiella, the typical simian form, has 
been found in isolated cases in man. 

The most important of the larval cestodes is the 
hydatid cyst, the intermediate stage of echinococcus 
granulosus of carnivora. It is found in monkeys but 
less frequently than in man. The location of the 
cyst is of interest. In man, 75 per cent of hydatid 
cysts occur in the liver and 9 per cent in the lungs. 
In man, the pig, and the horse the hydatid is pre- 
dominantly a liver parasite, while in monkeys, 
carnivora, rodents, and cattle it is predominantly a 
lung parasite. In sheep it is equally common in the 
liver and lungs. The location of the cyst is dependent 
upon the size of the vessels. If the liver vessels are 
large enough to allow the parasites to pass, their 
next location is in the lungs. 

The most common nematodes found in man are 
ascaris, enterobius, trichocephalus, the hookworms, 
the Guinea worm, and the filaria worms. Ascaris 
lumbricoides rarely occurs in apes. Enterobius 
vermicularis is peculiar to man, but monkeys harbor 
various species of the same genus. Trichocephalus 
trichiurus is very wide-spread in man and apes. 
Monkeys harbor necator but not ancylostoma. 
(Esophagostomum, ternidens, and physaloptera 
caucasica a been found in man as well as mon- 
keys. Trichinella can be transmitted to monkeys 
but does not occur in them naturally. . 

The helminthic parasites common to man and 
monkeys are the schistosoma mansoni and tri- 
chocephalus. Among those found only accidentally 
in monkeys but commonly in man are ascaris and 
loa. Simian forms found only accidentally in man 
are bertiella, cesophagostomum, ternidens, and 
physaloptera. The genus enterobius represents an 
evolutionary series with a common presimian an- 
cestor for the human and simian species. 

The monkey is a definite reservoir host for the 
schistosomes and possibly also for the physaloptera 
and trichocephalus. The two latter are not of much 
importance from the standpoint of preventive 
medicine. The appearance of schistosoma mansoni 
in monkeys in the British West Indies where 
bilharziasis is endemic makes the problem of contro! 
a difficult one. It is probable that monkeys are also 
a reservoir for schistosoma haematobium. 

WIGGLESWoRTH discusses phthiriasis in the pri- 
mates. He states that the lice of warm-blood animals 
belong to two groups: the mallophaga, or biting lice, 
which are dominant on birds but occur also on 
mammals, and the siphuncuatal, or sucking lice, 
which are found only on mammals. From a study 
of the mallophaga of birds, Kellogg concluded that 
the distribution of closely allied species of these 
parasites is racial rather than geographical, and that 
the study of the parasites may indicate phylogenetic 
relationships. 

f the siphunculata, the family, pediculus, is 
confined to man and the anthropoid apes with the 
single exception of the spider monkey (ateles) of 
South America. Friedenthal showed that the spider 
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monkey possesses certain characteristics of blood 
and hair which closely approximate those of the 
anthropoid apes and man. It is therefore con- 
sidered possible that pediculus crossed over from 
an anthropoid host to the ancestors of the ateles. 
Phthirus, the crab louse, was considered peculiar to 
man until the recent discovery of a new species, 
phthirus gorilla, on a gorilla from the Belgian 
Congo. These facts suggest that man is more closely 
allied to the anthropoid apes than the apes are to 
the lower families of monkeys. 

HAMERTON describes specimens of morbid anat- 
omy in monkeys. The conditions include: (1) 
placenta praevia; (2) primary alimentary and pri- 
mary respiratory tuberculosis; (3) combined tuber- 
culous and mycotic infections; (4) a sarcoma of the 
lung apparently secondary to malignant ulceration 
of the mouth and associated with metastases in the 
liver, spleen, and kidneys; (5) an endothelioma 
affecting both lungs, with metastases in the thoracic 
and abdominal glands, diaphragm, pleura, and 
kidneys; (6) valvular and mural endocarditis with 
infarcts in the brain and kidneys; (7) dysentery-like 
ulcerations of the large intestine with thrombosis of 
the mesenteric veins and miliary abscesses in the 
liver from which bacillus aertrycke was isolated; and 
(8) generalized coenurosis in which coenurus cysts 
varying in size up to that of an orange were found in 
the breast, shoulders, arms, and kidneys, and the 
pleural and peritoneal cavities. E.S. PLarr, M.D. 


German, W. J.: The Effect of Some Antiseptics on 
Tissues in Vitro. Arch. Surg., 1929, xviii, 1920. 


The author studied the effects of gentian violet, 
acriflavine, potassium mercuric iodide, mercuro- 
chrome, and picric acid on tissue cultures of the skin 
of embryonic chicks. The tissues were immersed 
for periods of one and five minutes in dilutions of 
these antiseptics varying from 1:50 to 1:6,400. A 
parallel series of determinations was made on the 
effect of the same dilutions on staphylococcus 
aureus, streptococcus hemolyticus, and_ bacillus 
coli. From the data obtained an index of efficiency 
was calculated for each dilution of each antiseptic 
by multiplying the bacteriostatic effect by the per- 
centage of viability of the tissue cultures. 

The highest values for tissue viability were 
obtained with acriflavine. This antiseptic also 
showed the greatest bacteriostatic effect in high 
dilutions. In low dilutions, the highest bacterio- 
static effect was obtained with potassium mercuric 
iodide, but this substance gave a tissue viability of 
zero throughout the determinations. 

Calculated on the basis of 1 for a perfect antisep- 
tic, that is, an antiseptic having a bactericidal 
value and a tissue viability of 100 per cent each, the 
maximum index of efficiency for the different anti- 
septics was: gentian violet, 0.03; acriflavine, 
0.1914; potassium mercuric iodide, 0; mercuro- 
chrome, 0.0132, and picric acid, 0.0975. 

The highest efficiency of acriflavine was in dilu- 
tions of 1:800 to 1:1,600, Cart R. Sretnke, M. D. 


hy 


MISCELLANEOUS 


Kredel, F. E.: Intracranial Tumors in Tissue 
Culture. Arch. Surg., 1929, xviii, 2008. 

The technique of the author’s tissue cultures is 
described in detail. The hanging drop method was 
used. The results of cultures. made of tumors 
during the summer of 1928 were as follows: 

Total num- 


ber of cul- Satisfactory cultures 
tures Number Per cent 


100 


Tumor 


Medulloblastoma............... 
Spongioblastoma multiforme... . . 
Astrocytoma fibrillare.......... 
Accoustic neurinoma........... 
Pituitary adenoma............. 
Ependymoblastoma............ 
Hemangioblastoma.......... 


Total 


The differential characteristics of cells from three 
groups of gliomata in tissue culture were as follows: 


Medulloblas- Spongioblas- Astrocytoma 
toma toma 
Growth 
pattern.... Sheet Scattered Reticulum 
Shape of cell.. Cuboidal and Ameeboid and i 
rounded multipolar Stellate 

Nucleus...... Small Varied Small 
Cytoplasm.... Scant Abundant Moderate 
Granules..... Rare Large and re- . 

fractile Fine 
Processes... ... Single and blunt Long or short Long and 

branching 

Giant cells.... O + 
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The cell growth is shown in nine illustrations. 
The author draws the following conclusions: 

1. The method of tissue culture is a practicable 
means for studying the cellular components of many 
intracranial tumors since with a simple technique, 
62 per cent of a series of thirty-seven such tumors 
showed satisfactory growth in vitro. 

2. There is a characteristic appearance and be- 
havior of the outwandering cells for each type of 
tumor cultured. These distinctions are sufficiently 
marked to be used as a basis for diagnosis. 

3. There appears to be some correlation between 
the growth of tumors in vitro and the rapidity of 
their clinical course. 

4. Medulloblastomata in culture give rise to cells 
indistinguishable from cells found in spongioblas- 
tomata. Cart R. Steinke, M.D. 


Firor, W. M., and Stinson, E., Jr.: Total Extirpa- 
tion of the Dog’s Liver in One Stage. Bull. 
Johns Hopkins Hosp., Balt., 1929, xliv, 138. 


The authors describe a reliable and simple method 
for the removal of the liver at a single operation. 
From 80 to go per cent of the dogs upon which it was 
performed recovered sufficiently to walk, bark, run 
around, urinate, defecate, and drink water. Death 
was associated with symptoms of hypoglycemia and 
in the cases of untreated animals occurred within two 
or three hours. The intravenous administration of 
glucose prolonged life by from ten to sixteen hours. 

E. SHAcKLETON, M.D. 


= 
100 
100 
71 
75 
° 
° 
4 ° 
° 

62 


BIBLIOGRAPHY of CURRENT LITERATURE 


Note.—TuHeE Face FiGuRES IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE OF TuIs Issue 
ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO MAY BE Founpb. 


SURGERY OF THE HEAD AND NECK 


Head 


A combination classification for gunshot wounds of the 
skull. B. Laqgureur. Beitr. z. klin. Chir., 1929, cxlv, 457. 

A rare trauma, fracture of the styloid process of the 
temporal bone. D. M. Levy. Nederl. Tijdschr. v. 
Geneesk., 1929, i, 440. 

Congenital anomalies of the foramen spinosum. D. M. 
Greic. Edinburgh M. J., 1929, xxxvi, 363. 

Pneumatocele occipitalis. K. LAUrENSTEIN. 
klin. Chir., 1929, exlv, 524. 

Osteoma of the skull and general alopecia. V. Ticn- 
omtrova, Vraé. Delo, 1928, ii, 407. 

Myeloma of the cranium. A. LAPoINTe. 
Soc. nat. deschir., 1929, lv, 456. 

Cavernous sinus thrombosis with recovery. I. A. SEALE. 
Brit. M. J., 1929, i, 1155. 

Some unusual cases of lateral sinus thrombosis. A. M. 
Aven. Ann. Otol., Rhinol. & Laryngol., 1929, xxxviii, 455. 

Cavernous sinus thrombosis and meningitis following 
tonsillectomy. C. Ine. Arch. UOtolaryngol., 1929, ix, 656. 

The treatment of traumatic and acquired facial deform- 
ities. C. L. Srrarru. J. Michigan State M. Soc., 1929, 
xxviii, 431. 

Methods and results in plastic surgery of the face. 
G. S. VENERO-RosseELLI. Bruxelles-méd., 1929, ix, 476. 

-. Plastic and reconstructive surgery of the face and jaws. 
R. H. Ivy. Virginia M. Month., 1929, lvi, 174. 

The operative treatment of prognathism according to 
cephalometric principles. C. HenscHEen and R. Scuwarz. 
Chirurg, 1929, i, 56. 

The results of the Konjetzny operation in habitual 
luxation and subluxation of the lower jaw. A. OrtLo- 
WITSCH-WOLK. 1928: Dissertation, KIEL. 

Vasomotor and secretory disturbances following puru- 
arotitis. S. JarIn. Vrat. Delo, 1928, ii, 649. 

alivary calculus. J. B. H. Warne. Virginia M. 
1920, lvi, 193. 
gland stones. 


Beitr. z. 


Bull. et mém. 


S. Aprin. Nov. Chir., 1928, 


1, 37- 

"ae of the duct of the submaxillary salivary gland. 
C. Eccers. Surg. Clin. N. Am., 1929, ix, 753. 

Specimen: a large calculus weighing 62 gr. removed 
from the left submaxillary salivary gland of a male, aged 
fifty-four. H. B. Tawsr. Proc. Roy. Soc. Med., Lond., 
1929, Xxii, 1115. 

Necrosis of the alveolar process of the upper jaw. S. 
Smirnov. Sibir. Arch. teor. i klin. Med., 1928, iii, 137. 

Sarcoma of the jaw in a child aged two and one-half 
years. L. W. Frank. Kentucky M. J., 1929, xxvii, 250 


Eye 
Congenital bilateral anophthalmos. A. L. MacLean. 
Am. J. Ophth., 1929, xii, 381. (291] 


Rodent ulcer of the lid (shown for an opinion as to the 
diagnosis and treatment). F. A. Juter. Proc. Roy. Soc. 
Med., Lond., 1929, xxii, 1017. 

The treatment of malignant lesions of the eyelids. 

L. Benepict and M. Knicut-Aspury. N. York State J J. 
M., 1929, xxix, 675. 

The diagnosis and treatment of non-paralytic strabis- 
mus. C. Brrens, R. R. Losey, and E. K. Stark. N. 
York State J. M., 1929, xxix, 663. 

The early treatment of strabismus. H. L. ArNotp. N. 
Orleans M. & S. J., 1920, Ixxxi, 912. 

Mensuration of the visual acuity of the illiterate child. 
E. Ginestous. J. de méd. de Bordeaux, 1929, cvi, 110. 

Neglected foreign bodies in the eye. M. Biacx. Colo- 
rado Med., 1929, xxvi, 155. 

The handling of eye injuries. W. C. Currk. J. Med. & 
Surg., 1929, xlii, 289. 

A penetrating wound of the eyeball; small iris prolapse. 
H. Neame. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1018. 

The artificial induction of ocular hypertension by com- 
pression of the jugular veins: its physiologic aspect; an 


interpretation. M. J. ScHornsBerc. Arch. Ophth., 1929, 
i, 681. 

Double punctum, right eye. Sir J. Parsons. Proc. Roy. 
Soc. Med., Lond., 1929, xxii, 1019. 


Dacryocystitis, etiology and treatment. J. C. Lester. 
Med. J. & Rec., 1929, cxxix, 610. 

Chronic inflammation of the right lachrymal gland. 
Tuberculous? H. B. Tawse. Proc. Roy. Soc. Med., Lond., 
1929, Xxii, 1116. 

Ocular headaches. L. M. Licertwoop. Edinburgh M. 


J., 1929, XXXvi, 101 
Arch. Ophth., 


Ocular anaphylaxis. 
1920, i, 706. 

Changes in the eye in leukemia. E. J. Borcrson and 
H. P. Wacener. Am. J. M. Sc., 1920, clxxvii, 663. [291] 

The therapeutic value of tuberculin in ophthalmology. 
C. King. Arch. Ophth., 1929, i, 713. 

The untoward effects of protein therapy in snag 0 
practice. BEIGELMAN. California & West. Med., 
1920, XXX, 4 

The en cad the trachoma problem. L. W. Fox. Am. 
J. Ophth., 1929, xii, 457. 

Orbital ‘thrombophlebitis secondary to infections of the 
tonsil and of the scalp. L. Catvet. Presse méd., Par., 
1929, Xxxvii, 346. 

Herpes zoster ophthalmicus. L. C. Perer. Pennsylva- 
nia M. J., 1929, xxxii, 639. 

Bilateral multiple ocular dermoids: report of a case. 
J. H. Dunnincton. Arch. Ophth., 1929, i, 669. 

A tumor (cavernous angioma) of the orbit causing pres- 
sure symptoms on the eyeball. A. Knapp. Arch. Ophth., 
1920, i, 704. 

Melanosis of the right eyeball. J. F. Cunnincnam. 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 1015. 


A. N. LeMoIne. 


362 


BIBLIOGRAPHY OF CURRENT LITERATURE 


The light sense in early glaucoma: the smallest differ- 
ence in brightness perce,,tible to the light adapted eye 
(light difference). G. S. Dersy, P. A. CHANDLER, and M. 
E. O’BrtEN. Arch, Ophth , 1929, i, 692. 

Glaucoma and its medical treatment. 
Presse méd., Par., 1929, Xxxvii, 220. 

A preliminary "report of an gga procedure for 
glaucoma. E. Norton. Am. J. Surg., 1929, vi, 752. 

Extirpation of the orbit. V. Nowtkorr. Lyon chir., 
1929, XXVi, 17. 

Observations from routine bacteriological ee 
of conjunctivitis cases. S. H. McKer. Am. J. Ophth., 
1920, xii, 475. 

Gonococcic purulent conjunctivitis: treatment by the 
exclusive use of iced physiological solution of sodium 
chloride. E. B. Hecker. J. Am. M. Ass., 1929, xcii, 
1582. {291} 

An obstinate case of chronic infection of the conjunctive 
from bacillus xerosis. G. Younc. Arch. Ophth., 1929, i, 


C. ABADIE. 


12. 
The development of the human cornea. N. E. 
Am. J. Ophth., 1920, xii, 460. 

The effect of ultraviolet light on corneal tuberculosis in 
rabbits. H. F. Newton. Arch. Surg., 1920, xviii, 1542.[262] 

Basal-cell papillocarcinoma at the limbus. J. Frser. 
Am. J. Ophth., 1920, xii, 484. 

The formation of the aqueous humor: its relation to 
intra-ocular and vascular pressures. A. M. Yupkin. Arch. 
Ophth., 1929, i, 435. [292] 

Cholesterin crystals in the anterior chamber. J. D. M. 
CaRDELL. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1015. 

Metastatic carcinoma of the ciliary body: report of a 
case. A. Knapr. Arch. Ophth., 1929, i, 604. 

At what moment can one operate upon the senile 
cataract? VAN Lint. Bruxelles-méd., 1929, ix, 539. 

The Barraquer cataract operation; eg picture 
—— W. McLean. J. Med. Soc..N. Jersey, 
1929, XXvi, 4 

The space. L. W. Morsman. Arch. 
1929, i, 504 292} 

Melanoma of the choroid. F. A. JuLeR. Proc. og 
Soc. Med. Lond 1929 xxii, 1017. 

The time element in quantitative perimetry C. B. 
WaLkerR. Arch. Surg., 1929, xviii, 1036. 

Fundus photography. W. C, F NNoFF. Colorado Med., 
1929, XXVi, 157. 

Angioid streaks in the fundus oculi. W. L. Hucues. 
Arch. Ophth., 1929, i, 551. [292 

Opaque nerve fibers and congenital pigment spots in the 
retina in the same eye. J. F. CUNNINGHAM. Proc. Roy 
Soc. Med., Lond., 1929, xxii, 1016. 

External exudative retinitis. S. L. Orsno. Am. J. 
Ophth., 1929, xii, 453. 

Pigmentary degeneration of the retina. Syphilitic? 
Str J. Parsons. Proc. Roy. Soc. Med., Lond., 1929, 
xxii, 1019. 

Cerebromacular degeneration? O. G. Morcan. Proc. 
Roy. Soc. Med., Lond., 1929, xxii, 1017. 

Sclerosis of the retinal _ N. Pines. 
Ophth., 1929, xiii, 97, 161, 2 | 
Optic atrophy, right and left, following marked papilli- 
tis, associated with extreme retinal arteriosclerosis. HH. 
NEAME. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1019. 

Retinal detachment jcomplicating insulin therapy. D. 
ALPERIN. Am. J. Ophth., 1920, xii, 486. 

Glioma of the retina. D. A. BArtLEy. J. Indiana State 
M. Ass., 1929, xxii, 231. 

A clinical and pathological report of bilateral glioma 
retine. R. F. Moore and R. S. Scorr. Proc. Roy. Soc 
Med., Lond., 1929, xxii, 951. 


Brit. J. 
292 


363 


Ear 


What are the limitations in the work of the ophthalmo- 
otolaryngologist? H. C. Topp. J. Oklahoma State M. 
Ass., 1929, XXii, 204. 

Quantitative’ tuning-fork tests in relation to the rate of 
“dying-down.” Sir J. Dunpas-Grant. J. Laryngol. & 
Otol., 1929, xliv, 380. 

Age variations in auditory acuity. C. C. Buncn. Arch. 
Otolaryngol., 1929, ix, 625. 

Intestinal toxeemic deafness in children. M. Yearstry. 
Brit. J. Child. Dis., 1929, xxvi, 116. 
The treatment of otosclerosis. 

Laryngol. & Otol., 1929, xliv, 372. 

Progressive deafness, otosclerosis, and diseases of the 
labyrinth: a review of the literature of 1928. J. K. M. 
Dicxtr. Arch. Otolaryngol., 1929, ix, 659. 

The present status of the diagnosis and treatment of 
— M. L. Bretrste1n. Virginia M. Month., 1929, 
vi, 166. 

War sequel in otology. Ratcx. Arch. méd. belges, 
1920, Ixxxii, 65. 

Otological complications from swimming in summer 
camps: an attempt at prevention. I’. T. Htty. Ann. Otol., 
Rhinol. & Laryngol., 1929, xxxviii, 444. 

Herpes zoster in otolaryngology. W. H. Sears. Penn- 
sylvania M. J., 1929, xxxii, 641. 

An introduction to diseases of the ear and their +. gaa 
management. L. Levin. 1928: Moscow, State Press. 

The open eustachian tube. L. K. Prrman. Arch. 
Otolaryngol., 1929, ix, 494 [294] 

The sedimentation rate in acute otitis media and its 
complications. V. K. Hart. Arch. Otolaryngol., 1929, ix, 
622. 

Bacteremia: complicating acute otitis media. D. C. 
Monrtcomery. N. Orleans M. & S. J., 1929, Ixxxi, 907. 

Acute necrosing otitis media. G. PoRTMANN and K. 
KisTLeR. Presse méd., Par., 1929, xxxvii, 375. 

The xg? management of otitis media. 
spIEL. Clin. Med. & Surg., 1929, xxxvi, 393. 

A malignant growth involving both middle ears: report 
of a case with autopsy. G. E. SaamBaucn and E. W. 
Hacens. Arch. Otolaryngol., 1929, ix, 602. 

The mastoids, the foci of infection for arthritis: report 
of acase T.S. Burcess. Ann. Otol., Rhinol. & Laryngol., 
1929, XXXViii, 405 

Mastoiditis in acute nutritional disturbance. L. Ricu- 
Arps. Arch. Surg., 1929, xviii, 1774. 

Delayed zygomatic mastoiditis. 

ryngol. & Otol., 1929, xliv, 309. 

Acute purulent meningitis of aural origin. J. P. Srewarr. 
J. Laryngol. & Otol., 1929, xliv, 225. [294 

Some points in the treatment of meningitis 
JENKINS. J. Laryngol. & Otol., 1929, xliv, 239. 

Otitic meningism. T. B. LAYTON. J. Laryngol. & Otol. 
1920, xliv, 246. [294] 

Otitic meningitis: its morbid anatomy, prevention, and 
early diagnosis. E. D. D. Davis. J. Laryngol. & Otol. 
1929, xliv, 249. [294 

A new combined submucous dissector and suction can- 
nula. D. W. Hamrick. Arch. Otolaryngol., 1929, ix, 655 


Str R. Woops. J. 


DINKEL- 


[294] 
J. B. Horcan. J. 
294 


Nose and Sinuses 


The treatment of fractures and other deformities of the 
nose. I’, Rispon. Canadian M. Ass., J., 1929, xx, 631- 

A new instrument for the reduction of nasal fractures. 
S. SALINGER. Arch. Otolaryngol., 1929, ix, 657. 

A new eustachian catheter. G. "B. MCAULIFFE. Laryn- 
goscope, 1929, XXxix, 410. 


364 


End-results in four types of nasal neoplasms. Case re- 
ports. D. MacPuerson and G. A. Ropinson. Laryn- 
gZoscope, 1929, XXxix, 395. 

The treatment of ‘dacryocystitis from the viewpoint of 
the rhinologist. A. C. Jones. Ann. Otol., Rhinol. & 
Laryngol., 1929, xxxviii, 435. 

The coincidence of meningeal calcification and nasal 
pathology. J. A. Baspirr. Ann. Otol., Rhinol. & Laryn- 
gol., 1929, XXxviii, 320. 

Anaphylaxis and allergy in rhinology. F. P. Emerson. 
Ann. Otol., Rhinol. & Laryngol., 1929, xxxviii, 313. 

An ivory implant in atrophic rhinitis. L. B. Bern- 
HEIMER. Illinois M. J., 1929, lv, 420. 

Nasal surgery in hay fever. L. Weiss. J. Med. Soc. N. 
Jersey, 1929, xxvi, 4606. 

An abscess of the nasal septum: case reports. H. C. 
ROSENBERGER. Ohio State M. J., 1929, xxv, 463. 

Encephaloma of the so-called nasal glioma. J. BRowDER. 
Ann. Otol., Rhinol. & Laryngol., 1929, xxxviii, 395. 

The paranasal sinuses as the foci of infection. T. S. 
Burcess. J. Med. Ass., Georgia, 1929, xviii, 266. 

Pathological lesions of the frontal sinus. R. T. ATKINS. 
Laryngoscope, 1929, xxxix, 406. 

Nasal accessory sinus disease and mastoiditis in infants 
and young children. L. E. Hetrick. Am. J. Surg., 1929, 
vi, 741. 

Brain abscess and meningitis secondary to acute para- 
nasal sinusitis. J. B. Porrs. Ann. Otol., Rhinol. & Laryn- 
gol., 1929, Xxxviii, 3209. 

The pathogenesis of osteomata of the nasal accessory 
sinuses. A. G. Fetrissor. Ann. Otol., Rhinol. & Laryngol. 
1929, XXXvili, 404. 

Case report. Chronic empyema of the maxillary sinus 
complicated by acute mastoiditis of the same side. O. R. 
KLINE. Laryngoscope, 1929, xxxix, 403. 

A large osteoma causing mucocele of the maxillary 
antrum. W. Howartn. J. Laryngol. & Otol., 1929, xliv, 
300. 


Mouth 


The relation of function to the size and form of the jaws. 
S. Frret. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1093. 

Biometrics of identical twins from the dental viewpoint. 
S. GoLpBERG. J. Dental Res., 1929, ix, 363. 

Unerupted teeth. W. Lintz. Med. J. & Rec., 1929, cxxix, 
670. 

Bone changes induced by periodontic treatment. S. 
Sorrin. J. Dental Res., 1929, ix, 359. 

Safer and better gas-oxygen anesthesia for the extrac- 
tion of teeth and oral surgery. J. D. Gotpman. Anes. & 
Anal., 1929, viii, 160. 

Nitrous oxide-oxygen anesthesia in oral surgery. M. 
E. Borsrorp. Anes. & Anal., 1929, viii, 170. 

Excessive hemorrhage after tooth extraction, due to 
acute leukemia. W. C. D. WatMEsLey. Brit. M. J., 1929, 
i, 1159. 

A modification of the Partsch operation for dentigerous 
cysts. O. Horrer. Ztschr. f. Stomatol., 1928, xxvi, 806. 

The mechanism of intoxication by intestinal absorption 
in chronic oral septic foci. L. ARNOLD and C. W. Stuart. 
J. Dental Res., 1929, ix, 305. 

Primary generalized hypertrophy of the gums. D. 
Perkorr. Lancet, 1929, ccxvi, 1294. 

Diffuse gingival hyperplasia. G. Martinaup. J. de 
méd. de Bordeaux, 1929, cvi, 282. 

Vincent’s gingivitis. A. M. SHowaLTer. Virginia M. 
Month., 1929, lvi, 192. 

Some remarks on Ernst’s operation for fissures of the 
hard and soft palate. M. GinsBerG. Nov. Chir., 1928, 
vii, 170. 


INTERNATIONAL ABSTRACT OF SURGERY 


The results of cleft-palate operations with multiple 
stage mobilization. E1cnorr. Zentralbl. f. Chir., 1929, p. 


S51 

Infection of the tongue and lips, Monilia (shown for 
diagnosis)? J. E. M. Wictry. Proc. Roy. Soc. Med., Lond., 
1929, Xxii, 

A rare teratoid tumor of the base of the tongue. Z. 
Wien. Orvosi Hetil., 1929, i, 65. 

The prophylaxis of carcinoma of the tongue. N. PETRov. 
Z. Usovers. Vraé., 1928, p. 430. 

Electrocoagulation of an epithelioma of the floor of the 
mouth. GERNEz. Bull. et mém. Soc. nat. de chir., 19209, 
lv, 142. 


Pharynx 


Patent thymopharyngeal ducts. M. SCHWARZMANN. 
Sibirsk. Arch. teoret. i klin. Med., 1928, iii, 132. 

Perforation of the pharynx by a safety pin. (Specimen 
and skiagram.) J. A. James. Proc. Roy. Soc. Med., Lond., 
1929, XXii, 1113. 

Adhesion of the soft palate to the posterior pharyngeal 
wall. Surgical diathermy followed by right hypoglossal 
paralysis and meningitis. Recovery. D. McKenztr. Proc 
Roy. Soc. Med., Lond., 1929, xxii, 1110. 

Infectious mononucleosis. W. C. Hueper. J. Lab. & 
Clin. Med., 1929, xiv, 817. 

Rheumatic fever and tonsillitis. J. T. Crarke. Brit. J. 
Child. Dis., 1929, xxvi, 99. 

Abortive treatment of peritonsillar inflammation. W. R. 
Tuompson. Ann. Otol., Rhinol. & Laryngol., 1929, xxxviii, 
386. 

Peritonsillar abscess, thrombosis of the external jugular, 
brain abscess. H. M. Goopyear. J. Med., Cincinnati, 
1929, X, 180. 

A owe of mixed palatine tumor associated with the 
tonsil. R. S. Stevenson. Proc. Roy. Soc. Med., Lond., 
1920, 1114. 

Bloodless tonsil enucleation. O. Popper. Brit. M. J., 
1929, i, 988. 

Tonsillectomy. H.N. Barnett. Brit. M. J., 1920, i, 989. 

Nerve block in amygdalectomy. H. A. Trorrer. Ann. 
Otol., Rhinol. & Laryngol., 1929, xxxviii, 376. 

An instrument for controlling hemorrhage from the 
tonsillar fosse. L.H. Sune. J. Ophth., Otol. & Laryngol., 
1929, Xxxiii, 113. 


Neck 


Cervical ribs and their clinical manifestations. V. 
Manujitov. Vestnik. Chir., 1928, xiii, 178. 

The pathology and treatment of cervical glands in 
children, G. G. Bruce. Brit. M. J., 1929, i, 1030. 

Ludwig’s angina. A. P. C. Asnuuurst. Arch. Surg., 
1929, XVili, 2047. [295] 

Radium in the treatment of multilocular lymph cysts 
of the neck in children. I’. A. Fict. Am. J. Roentgenol., 
1929, xxi, 473. 29 

Local anesthesia for operations on the neck. J.S. Lunpy. 
Anes. & Anal., 1929, viii, 152. 

The nature of the so-called microcapillaries of the 
thyroid gland and other secreting epithelia. G. E. WILSON. 
Anat. Record, 1929, xlii, 243. [296] 

Clinical and experimental studies on calcium and 
cholesterol in relation to the thyroid parathyroid appara- 
tus. P. A. Wape. Am. J. M. Sc., 1929, clxxvii, 790. 


The pathology of the thyroid gland. J. W. Gray. J. 
Lab. & Clin. Med., 1920, xiv, 829. 

Diseases of the thyroid gland. Hertzier. Ann. Surg., 
1920, Ixxxix, 957- 

The diagnosis of echinococcus of the thyroid. F. WaL- 
1928, xvi, 


CKER. Nov. chir. Arch., 


BIBLIOGRAPHY OF CURRENT LITERATURE 365 


The variations of cholesterinemia in thyroid patients. 
G. Larocue. Presse méd., Par., 1929, xxxvii, 268. 

The etiology and prevention of goiter. R. M. Howarp. 
J. Oklahoma State M. Ass., 1929, xxii, 214 

A clinical and _ pathological study of an R. K. 
Burorp. West Virginia M. J-, 1929, XXV, 343. 

The etiology of endemic goiter. S. BLUMSTEIN. Kazan. 
med., Z., 1928, xxiv, 682. 

The medical management of goiterous conditions. H. L. 
RoBertsON. West Virginia M. J., 1929, xxv, 351. 

The form and function of the North American goiter. 
Contribution to geographic pathology. C. A. HELLwic. 
Arch. f. klin. Chir., 1929, cliv, 1. 

An iodine survey of Nebraska. W. H. Apotpn and F. 
J. Procuaska. J. Am. M. Ass., 1929, xcii, 2158. 

Todized cooking salt in Switzerland. E. Brircuer. 
Schweiz. med. Wchnschr., 19269, i, 123. 

Vegetable food and the goiter problem. R. E. REMING- 
ToN. J. South Carolina M. Ass., 1929, xxv, 445. 

Aberrant goiter of the left pneumogastric region; 
paroxysmal bradycardia; excision; recovery. CORNIOLEY 
and Seconp. Bull. et mém. Soc. nat. de chir., 1929, lv, 
286. 

Thyrotoxicosis in childhood: early diagnosis and radium 
S. Ginspurc. Am. J. Dis. Child., 1929, 

296 


“The clinical significance of the serum-atropine titer in 
diagnosing hyperthyroid function. G. ELBERG. Vestnik 
Chir., 1929, xvi, 80. 

Heart failure with hyperthyroidism. E. C. ANnprus. 
N. York State J. M., 1929, xxix, 661. 

Hyperthyroidism, with death. O. C. PickHarpt. Surg. 
Clin. N. Am., 1920, ix, 787. 

Roentgen irradiation in the treatment of hyperthyroidism. 
T. A. Groover, A. C. Curistie, E. A. Merritt, F. O. 
Cor, and E. M. McPrak. J. Am. M. Ass., 1929, xcii, 
1730- [296] 

Acute postoperative hyperthyroidism and its treatment 
by a thyroid extract. J. RoGers. Anes. & Anal., 1929, 
viii, 176. 


Exophthalmos, its diagnosis and surgical treatment. F. 
Boerum. Muenchen. med. Wchnschr., 1929, i, 51. 

Graves’ disease. I. BRAM. Endocrinology, 1929, 
xiii, 164. 

Basedow’s disease in childhood. E. Levin. Kazan. 
med. Z., 1928, xxiv, 669. 

The treatment of Basedow’s disease with injections of 
animal blood. A. ZIMMER and W. Frentow. Muenchen. 
med. Wchnschr., 1929, i, 146. 

The study of the treatment of the Basedow syndrome 
with tartrate of ergotamine. J. PoNcELET. Presse méd., 
Par., 1929, Xxxvii, 161. 

The pathology and surgery of Basedow’s disease. K. 
Ursan. Zentralbl. f. Chir., 1929, p. 597. 

A personal method of gas-oxygen anesthesia and its 
special application to goiter surgery. G. A. HAveMAN. 
Anes. & Anal., 1929, viii, 193. 

Deductions from 6,700 goiter operations. F. H. Laney. 
N. England J. Med., 1929, cc, 909. 

Two-stage thyrotomy i in cases considered bad risks. G. 
B. New. Arch. Otolaryngol., 1929, ix, 538. 

Malignant tumors of the thyroid. M. CHMELEVSKIJ. 
Vopr. Onkol., 1928, i, 115. 

arcinoma of the thyroid and substitution of the re- 
moved organ by homotransplantation. S. PorTuGALov. 
Vestnik Chir., 1929, xvi, 62. 

Injury to the larynx. E. C. Tampiin. Proc. Roy. Soc. 
Med., Lond., 1929, xxii, 1112. 

Paralysis of the larynx. E. L. Apperson. Colorado 
Med., 1929, xxvi, 188. 

Paralysis of the left vocal cord, associated with sub- 
sternal goiter. H. B. Tawsre. Proc. Roy. Soc. Med., 
Lond., 1929, xxii, 1109. 

Stenosis of the larynx: a new method of surgical treat- 
ment. E. Scum1rceLow. Arch. Otolaryngol., 1929, ix, 473- 

The immediate results of the radium treatment of 
laryngeal carcinoma. A. Santn. Vopr. Onkol., 1928, i, 44- 

Two cases to show a method of laryngectomy by raising 
a large U-shaped skin-flap. L. Cottepcr. Proc. Roy. Soc. 
Med., Lond., 1929, xxii, 1112. 


SURGERY OF ‘THE NERVOUS SYSTEM 


Brain and Its Coverings; Cranial Nerves 


The cerebral circulation: VIII. A quantitative study 
of the capillaries in the hippocampus. S. Cops. Arch 
Surg., 1929, xvili, 1200. 

Brain; penetrating wound with recovery. W. J. Tics rk. 
Wisconsin M. J., 1929, xxviii, 263. 

The grouping and treatment of acute cerebral traumata. 
C. BaGLey, Jr. Arch. Surg., 1929, xviii, 1078. |298] 

The significance of a dilated pupil on the homolateral 
hemiplegic side in cases of intracranial haemorrhage follow- 
ing head injuries: report of seven cases. C. W. Ranv. 
Arch. Surg., 1929, xviil, 1176. 

Ruptured subarachnoid aneurism. M. C. ANpREWS. 
Brit. M. J., 1929, i, 1076. 

Post- traumatic headache treated by the spinal insuf- 
flation of air. D. Boyp. Arch. Surg., 1929, xviii, 1626. [299] 

Encephalography: roentgenological and clinical con- 
siderations for its use. H. K. Pancoast and T. Fay. Am. 
J. Roentgenol., 1929, xxi, 421 [299] 

Separation of the growth- -promoting hormone from that 
inducing premature oestrus in the anterior pituitary gland. 
T. J. Putnam. Arch. Surg., 1929, xviii, 1699. (299) 

Studies in acromegaly. VIII. Experimental canine 
acromegaly produced by the injection of anterior lobe 


pituitary extract. T. J. Putnam, E. B. Benepict, and H. 
oi. TERL. Arch. Surg., 1929, xviii, 1708. 299 

Roentgenological assurance of hypophyseal puncture. 
K. Frtx. Nervenarzt, 1928, i, 145. 

‘}he management of traumatic increase of intracranial 
pressure by the use of a glucose solution. IF’. W. Tuomas. 
Zentralbl. f. Chir., 1929 p. 586. 

‘The treatment of hydrocephalus, a historical review and 
the description of a new method. L. M. Daviporr. Arch. 
Surg., 1929, xviii, 1737: 

Eye findings in certain intracranial complications. G. 
I. Suxer. J. Michigan State M. Soc., 1929, xxviii, 447. 

Dysphasias of cortical rigidity and their treatment: a 
preliminary report. S. F. Stewart. Arch. Surg., 1929, 
xviii, 13.29. 

New operative methods for certain forms of hyper- 
kinesis. A. PoLeNov. Z. sovrem. Chir., 1928, iii, 954. 

Surgical treatment of postencephalitic Parkinson’s dis- 
ease. M. Lisicyn. Festechr. f. Prof. Brustein, 1928, p. 356. 

Increased intracranial pressure associated with syphilis. 
C. E. Locke. Arch. Surg., 1929, xviii, 1446. [300] 

The symptomatology and treatment of cysticercus of 
the brain. J. Baséin. Nov. chir. Arch., 1928, xv, 511. 

Cysticercus racemosus of the cerebrum. S. B. WEINBERG. 
Zentralbl. f. allg. Path. u. path. Anat., 1929, xliv, 33. 


366 INTERNATIONAL ABSTRACT OF SURGERY 


Lymphogenous infection of the central nervous system, 
with a review of malarial therapy. A. N. Bruce. Edin- 
burgh M. J., 1929, xxxvi, 111. 

Pneumography in brain abscess. SpasokuKOCKIJ and 
STEFANENKO. Vestnik Chir., 1928, xv. 

Abscess of the brain. L. RamMonp. Presse méd., Par., 
1929, XXXvii, 227. 

Cerebral abscess following acute tonsillitis. E. G. 
Houspen. Brit. M. J., 1920, i, 1158. 

Multiple abscesses of the brain in bronchopulmonary 
cases. A. Gorpon. Med. J. & Rec., 1929, cxxix, 694. 

The treatment of abscess of the brain. K. G. McKEn- 
zr. Arch. Surg., 1929, xviii, 1594. [300] 

The causation of an intracranial aeroccle by a brain-flap; 
an experimental proof. A. K. Henry and R. Str. A 
Heatucote. Surg., Gynec. & Obst., 1929, xlviii, 782. 

Brain tumors—notes on some problems of diagnosis. 
A. S. Crawrorp. J. Michigan State M. Soc., 1929, 
Xxviii, 423. 

Cerebral tumors: differential diagnosis. MAcbpoNaLp. 
N. Zealand M. J., 1929, xxviii, 141. 

Undiagnosed brain tumor—a case report. C. FE. 
J. Med., Cincinnati, 1929, x, 177. 

A histological study of tumors of the central nervous 
system. E. C, Cutter, A. R. Moritz, and R. M. Zot- 
LINGER. Ohio State M. J., 1929, xxv, 269. 

The ability to localize sound: a study of binaural hear- 
ing in patients with tumor of the brain. ‘T. C. GREENE. 
Arch. Surg., 1929, xviii, 1825. {301] 

Brain tumors: radiological aspect. GwyNNe. N. Zealand 
M. J., 1920, xxviii, 146. 

A case of meningioma of the median portion of the base 
of the skull. G. Muncazzint. J. Psychol. u. Neur., 1928, 
XXXvii, 208. 

Radiotherapy of adenomata of the hypophysis. A. 
BécLERE. Bull. et mém. Soc. méd. d. hop. de Par., 1929, 
xlv, 306. 

Anatomical changes in the labyrinth secondary to 
cerebellopontile and brain-stem tumors. 5S. J. Crowe. 
Arch. Surg., 1929, xviii, 982. {301] 

Intracranial sarcomatous tumors ,of leptomeningeal 
origin. P. Battery. Arch. Surg., 1929, xviii, 1359. 

A case of roentgen therapy following operative removal 
of a brain sarcoma. G. WirNsSCHENKER. Nov. chir. 
Arch., 1928, xvi, 262. 

The chemotherapy and serum therapy of pneumococcus 
and streptococcus meningitis: VI. The cerebral-cisternal- 
spinal lavage method of treatment for septic meningitis. 
J. A. Kotmer, A. M. Rute, and B. Mappen. Arch. 


Otolaryngol., 1929, ix, 428. [301] 
The surgical treatment of meningitis. ZELLER. Jkurse 
aerztl. Fortbild., 1928, xix, 53. [302] 


Surgical indications in encephalomeningitis with circum- 
scribed foci of cortical irritation. W. Buppre and W. 
Crome. J. Psychol. u. Neur., 1928, xxxvii, 64. 

Elastic tissue in meningeal fibroblastomata; so-called 
“dural endotheliomata.” W. P. VAN WaGENEN. Arch. 
Surg., 1929, xviii, 1621. [302] 

Gastric secretion due to excitation of the nasal mucosa; 
the test of olfactory sense. Garin, FromeNnt, Amic, and 
DeLorme. Bull. et mém. Soc. méd. d. hop. de Par., 1920, 
xlv, 289. 

Congenital unilateral paralysis of the motor oculi. C. 
W. Am. J. Ophth., 1929, xii, 376. [302] 

Postherpetic trigeminal neuralgia: persistence of pain 
after section of the sensory root of the gasserian ganglion. 
M. M. Peer. J. Am. M. Ass., 1929, xcii, 1503. 

Vidian neuralgia from disease of the sphenoidal sinus: 
report of a case. H. H. Vat. Arch. Surg., 1929, xviii, 
1247. (303) 


Tumors of the acoustic nerve. J. MoreLie. Arch. 
Surg., 1929, xviii, 1886. _ 
he effect of repeated traumatization of the centra 
stump of the hypoglossal nerve on degeneration and re- 
generation of its fibers and cells. W. F. ALLEN. Anat. 
Record, 1929, xliii, 27. 


Spinal Cord and Its Coverings 


A benign spinal tumor. P. McRircntr. Indian M. 
Gaz., 1929, Ixiv, 328. 

A contribution to the study of medullary compression; 
intraspinal tumors with pseudo-Pott’s syndrome and 
xantochromic lumbago. A. AcuaARp. Presse méd., Par., 
1929, XXXVii, 472. 

The operative removal of neoplasms of the spinal cord. 
L. Pusser. Festschr. f. Prof. Brustein, 1928, p. 271. 

Experiences with chordotomy. G. Horrax. Arch. 
Surg., 1929, xviii, 1140. [303] 

A contribution to the study of laminectomy, particu- 
larly in chronic circumscribed leptomeningitis of the cord. 
M. Lotescu. Presse méd., Par., 1929, xxxvii, 346. 

The surgical treatment of chronic circumscribed medul- 
lary leptomeningitis. A. Jianu, D. PauLtan, and A. 
Porrscu. Rev. de chir., 1929, xxi, 59. 

Cavernous hemangioma of the vertebra. P. BAILey 
and P. C. Bucy. J. Am. M. Ass., 1929, xcii, 1748. [303] 


Peripheral Nerves 


The results of alcohol injections into the peripheral 
nerves. S. KipSmpze, M. Zcouakaja, and A. Rucwapze. 
Odesskij med. Z., 1928, p. 223. 

Sensory-motor disturbances of the ulnar nerve. SANTy. 
Lyon chir., 1929, xxvi, 121. 

The value of tension for functional recovery of paralyzed 
muscles. A case of early functional recovery following 
radial nerve suture. M. LANGe. Muenchen. med. Wchn- 
schr., 1928, ii, 1913. 

Rupture of the radial nerve at the bend of the elbow: 
resection of the nerve trunk through an axillary wound; 
reposition; suture; recovery. J. C. Biocu. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 255. 

Ascending peripheral nerve degeneration due to trauma. 
R. Boreumic. Arch. f. path. Anat., 1928, cclxx, 429. [304] 

Regeneration and surgery of injured sensory nerves. 
L. FRANKENTHAL. Chirurg, 1929, i, 218. 

Lumbar neuralgia in connection with a vertebral 
fissure; very much ameliorated by surgical intervention. 
Nov&-JosserRAND. Lyon chir., 1929, xxvi, 90. 

Traumatic neuromata. Prerequisites for their develop- 
ment and means of preventing their formation. A. P. 
BreSWERSCHENKO. Zentralbl. f. Chir., 1929, p. 455. 

Primary nerve tumors of the neck and mediastinum; 
witha report of three cases. G. W. Critr and R. P. BAL. 
Surg., Gynec. & Obst., 1920, xlviii, 449. 


Sympathetic Nerves 


The surgical anatomy of the cervical portion of the sym- 
pathetic. I. AGryenko. Kuban. nauéno-med. Vestnik, 
1928, ix, 83. 

Horner and the syndrome of paralysis of the cervical 
sympathetic. J. F. Futron. Arch. Surg., 1929, xviii, 


Division of the left cervical sympathetic nerve. E. 

Wo rr. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1020. 
Facial paralysis; resection of the superior cervical sym- 
thetic ganglion. R. ALBert. J. de chir. et ann. Soc. 
Ige de chir., 1928, p. 285. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Irradiation of pain via the sympathetic system in 
angina pectoris. A. Sozon-JAroSEvié. Russk. Klin., 
1928, ix, 765. 

Some studies of sympathetic irritation in man, and the 
pathogenesis and surgical treatment of angina pectoris. 
D. DANIELOPOLU. Wien. klin. Wchnschr., 1929, i, 67. 

Pathogenesis and surgical treatment of angina pectoris. 
I’. Lampert. Z. sovrem. Chir., 1928, iii, 1000. 

Permanent cure of Raynaud’s disease following the re- 
moval of the stellate ganglion? Rieper. Verhandl. d. 
deutsch. Gesellsch. f. Chir., 1929. 

Local morphological changes following section of the 
thoracic sympathetic nerve trunk. F. D. INGRAHAM. 
Arch. Surg., 1929, xviii, 1857. 


Miscellaneous 


Some limitations of the Monro-Kellie hypothesis. L. II. 
Weep. Arch. Surg., 1929; xviii, 1049. {304] 


SURGERY OF 


Chest Wall and Breast 


Sarcoma of the chest wall. O. C. Pickwarpt. Surg. Clin. 
N. Am., 1929, ix, 781. 

New surgical procedures for mammary prolapse. Nor. 
and Loprz-Martinez. Arch. franco-belges de chir., 1928, 
xxxi, 138. 


Autohemotherapy in mastitis. V. Guztkov. Kazan. 
med. Z., 1928, x, 1008. 
Tumors of the male breast. A. IVAN¢ENKO. Kazan. 


med. Z., 1928, xiv, 865. 

Partial removal of the breast and nipple for repeated 
hemorrhages apparently due to a benign papillary tumor. 
R. Proust, Bull. et mém. Soc. nat. de chir., 1929, lv, 377. 

Pseudo-adenoma, adenoma, and mastoma of the female 
mammary gland. Studies of the origin of circumscribed 
adenoma-like areas in the mammary gland and the re- 
semblance of true adenoma and fibro-adenoma to mammary 
gland tissue. P. Prym. Beitr. z. path. Anat., 1928, Ixxxi, 1, 
221. 306 

A case of intracanalicular fibro-adenoma of the breast 
with associated tuberculous lymphadenitis mistaken for 
carcinoma. N. Treves. Am. J. Surg., 1929, vi, 781. 

Early recognition and conservation in carcinoma of the 
breast. E. H. Cuapin. Ohio State M. J., 1929, xxv, 465. 

The inferior external scapular group of glands in cancer 
of the breast; operative deductions. G. JEANNENEY. Bull. 
et mém. Soc. nat. de chir., 1929, lv, 306. 

Rare forms of mammary tumors: epidermoid cysts, car- 
cinoma hemorrhagicum, carcinoma psammosum, carcino- 
sarcoma, multiple carcinomata. H. Kureckens. Beitr. z. 
path. Anat. u. z. allg. Path., 1928, Ixxx, 116. [306] 

Removal of the breast and axillary glands by section with 
the diathermic bistoury. Turrter. Bull. et mém. Soc. nat. 
de chir., 1929, lv, 180. ; 


Trachea, Lungs, and Pleura 


An atypical case of organic foreign body in a bronchus. 
J. Miter. Am. J. Dis. Child., 1929, xxxvii, 1251. 

Spontaneous pneumothorax in children under two years. 
B. Basuinski. South. M. J., 1929, xxii, 525. 

Late traumatic pneumothorax. L. DELREz. J. de chir. 
et ann. Soc. belge de chir., 1928, p. 264. 

Massive atelectasis of the lung following pelvic fracture. 
H. O. Veacu. Am. J. Surg., 1929, vi, 817. 


367 


Where is the cerebrospinal fluid absorbed? W. E. 
Danny. J. Am. M. Ass., 1929, xcii, 2012. 

Concerning the origin and resorption of the cerebro- 
spinal fluid. F. Peprazzint. Presse méd., Par., 1929, 
XXXvii, 323. 

Cerebrospinal fluid changes in composition and drainage 
after the intravenous administration of various solutions. 
R. G. Spurtinc. Arch. Surg., 1929, xviii, 1763. [305] 

\ uscle tone in man. G. SCHALTENBRAND. Arch. Surg., 
1929, Xviii, 1874. 

A contribution to the study of the relation between men- 
tal disturbances and accidents of industry. A. CHEVALIER- 
LavAurr. Presse méd., Par., 1929, xxxvii, 162. 

Muscle tone in decerebrate rigidity. L. Davis. Arch. 
Surg., ‘920, xviii, 1687. 

Syphilis of the brain and cord. G. C. BRancue. J. Nat. 
M. Ass., '920, XXi, 52. 

Experimental diabetes insipidus. B. Towne. Arch. 
Surg., 1929, xviii, 1165. 


THE CHEST 


The significance of so-called ring shadows in the lungs. 
H. Laureve. Acta radiol., 1929, x, 72. [307] 

Pulmonary embolism in infancy. C. K. Srutk, Jr., and 
B. K. Rust. Am. J. Dis. Child., 1929, xxxvii, 1246. 

Pulmonary amoebiasis treated by pneumothorax and 
emetine. A. Petite and Le Baron. Bull. et mém. Soc. 
méd. d. hép. de Par., 1929, xlv, 234. 

Infestation of the lung by a nematode of genus cya- 
thostoma. J. H. St. Joun, J. S. Stmmons, and L. L. 
GARDNER. J. Am. M. Ass., 1920, xcii, 1816. 

A hydatid cyst involving the base of both lungs. H. L. 
Rocuer and GuILLERMAIN. Arch. franco-belges de chir., 
1928, xxxi, 116. 

Lysovaccine therapy of bronchopneumonia; remarks 
upon the réle of the diphtheria bacillus. L. Ducnon. 
Presse méd., Par., 1929, Xxxvii, 203. 

Endoscopy in bronchial asthma. M. A. RAmire. Surg. 
Clin. N. Am., 1929, ix, 741. 

Bronchiectasis. W. J. BryAN. J. Missouri State M. Ass., 
1929, XXVi, 275. 

Chronic bronchiectasis in childhood, with observations 
on early diagnosis. E. S. Tuorrr, Jr. Am. J. Med. Sc., 
1929, clxxvii, 759. 

The treatment of bronchiectasis. L. ELorsser. North- 
west Med., 1929, xxviii, 245. 

A case of abscess of the lung cured by emetine. L. 
Laepericu and G. Bull. et mém. 
Soc. méd. d. hép. de Par., 1929, xlv, 295. 

Lung abscess treated by pneumothorax. I’. H. PRATTEN 
and L. C. Fatuis. Canadian M. Ass. J., 1929, xx, 638. 

Bronchial fistula following pulmonary abscess. Extir- 
pation. H. LivtentHa. Surg. Clin. N. Am., 1929, ix, 545. 

The surgical treatment of pulmonary suppuration. 
GUILLEMINET. Arch. franco-belges de chir., 1978, xxxi, 89. 

The surgical treatment of pulmonary tuberculosis. 
V. Hore.it. Duodecim, 1928, xliv, 693. 

The surgical treatment of pulmonary tuberculosis and 
its results. T. KALimA. Duodecim, 1928, xliv, 648. 

The medical and social outlook for patients with pul- 
monary tuberculosis treated by artificial pneumothorax. 
H. Vipat, Presse méd., Par., 1929, xxxvii, 162. 

Intrapleural injections of sanocrysin in the course of 
therapeutic pneumothorax. A. JACQUELIN. Bull. et mém. 
Soc. méd. d. hép. de Par., 1929, xlv, 343. 

Avulsion of the left phrenic nerve for tuberculosis of the 
lungs. H. Livtentuan. Surg. Clin. N. Am., 1929, ix, 563. 


368 -INTERNATIONAL ABSTRACT OF SURGERY 


Phrenic nerve avulsion and its value in the treatment of 
pulmonary tuberculosis. C. F. HEGNER and I. D. BRONFIN. 
Colorado Med., 1929, xxvi, 170. 

Thoracoplasty in the treatment of pulmonary tuber- 
culosis. R. Proust, A. Maurer, and J. Rottanp. Bull. 
et mém. Soc. nat. de chir., 1929, lv, 355. 

Extrapleural thoracoplasty by the axillary route; 
operative technique. P. Duvat, J. QuéNu, and H. WELTI. 
J. de chir., 1928, xxxii, 641. [307] 

Primary carcinoma of the lung—lobectomy. H. LILren- 
THAL. Surg. Clin. N. Am., 1929, ix, 551. 

Partial lobectomy with the aid of the high frequency 
bistoury. BAUMGARTNER and Hertz-Boyer. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 243. 

The participation of the vagus and sympathetic in the 
innervation of the lung. A. Rjazanskij. Z. sovrem. Chir., 
1928, iii, 1023. 

The treatment of purulent pleurisy; drainage of the 
pleura with a closed thorax. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 469. 

Sanocrysine by the intrapleural route in the course of 
pneumothorax, particularly in a case of purulent tuber- 
culous pleurisy. L&oN-KinpBERG and E. R. pe VERI- 
court. Bull. et mém. Soc. méd. d. hép. de Par., 1929, xlv, 


15. 
The treatment of empyema. L.S. T. BuRRELL. Lancet, 
1929, CCXVi, 1265. 

The present status of the treatment of acute empyema. 
J. Ratner. Vraé. Delo, 1928, ii, 292. 

The valve method for operation in empyema (closed 
drainage). E. Juvara. Bull. et mém. Soc. nat. de chir., 
1929, lv, 414. 

Air-tight intercostal drainage of acute empyema. J. 
ALEXANDER. J. Am. M. Ass., 1929, xcii, 1818. 

Rib necrosis appearing nine years after empyema with 
resection. O. C. Pickuarpt. Surg. Clin. N. Am., 1929, ix, 


Considerations upon pleuropulmonary fistula with one 
opening. R. BurNAND. Bull. et mém. Soc. méd. d. hop. 
de Par., 1929, xlv, 

Teratoid tumors of the pleura. I. GRABCENKO, Nov. 
chir. Arch., 1928, xv, 519. [307] 


Heart and Pericardium 


Cardiovascular lesions following injury to the chest. 
M. H. Kaun and S. Kann. Ann. Int. Med., 1929, ii, 
1013. 307] 

The pathogenesis of certain tumors of the heart; a study 
of the myxomata and lipomata of the heart. E. MARTIN. 
Ann. d’anat. path., 1929, vi, 158. 

The surgical significance of coronary occlusion: reports 
of two cases. C. Pitcuer. Arch. Surg., 1929, xviii, oe) 


Surgery; a complete presentation of general and special 
surgery: KirscHNER and NorpMANN. Vol. II, Part 2. 
Surgery of the heart and pericardium. E. REHN. 1929: 
Berlin, Urban & Schwarzenberg. 

Two cases of suture of stab wounds of the heart. R. G. 
Doucuty. Ann. Surg., 1929, lxxxix, 923. 

Cardiorrhaphy: with report of a case of ventricular 

uncture. J. Q. Graves, N. Orleans M. & S. J., 1929, 

xi, O14. 

Suture of the right ventricle. M. Dupko. Ukrain. med. 
Visti, 1928, iv, 475. 

Bullet wound of the pericardium. M. Rozanov. Z. 
sovrem. Chir., 1928, iii, 1043. ; 

The effect of surgical solution of chlorinated soda 
(Dakin’s solution) in the pericardial cavity. C. S. BECK, 
Arch. Surg., 1929, xviii, 1659. 


The operative treatment of cicatricial synechie of the 
pericardium. Mattues and Larwen. Zentralbl. f. Chir., 
1929, Pp. 604. 

Csophagus and Mediastinum 


Presentation of a case of anterior thoracic cesophagus. 
WENDEL. Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

Perforation of the oesophagus during cesophagoscopy. 
Krecu, Zentralbl. f. Chir., 1929, p. 339. 

Foreign bodies in the cesophagus and upper air passages, 
J. J. Ross. Wisconsin M. J., 1929, xxvili, 258. 

A foreign body impacted in the cesophagus; parcoesoph- 
ageal abscess. Removal of the foreign body by peroral 
endoscopy, with drainage of abscess; pneumonia; death. 
(Specimen and skiagrams). E. WATsON-WILLIAMS. Proc. 
Roy. Soc. Med:, Lond., 1929, xxii, 1113. 

Oesophageal obstruction probably traumatic, treated by 
gastrostomy and retrograde dilatation by multiple silk 
threads. Improvement. W. M. Mo.ison. Proc. Roy. Soc. 
Med., Lond., 1929, xxii, 1111. 

Mega-cesophagus; operation by the abdominal route. 
P. DELBET. Bull. et mém. Soc. nat. de chir., 1929, lv, 481. 

Congenital diverticulum of the oesophagus: case report. 
L. V. Rusu and R.Srincity. South. M. J., 1929, xxii, 546. 

Diverticulum of the oesophagus. C. W. Burns. Ca- 
nadian M. Ass. J., 1929, xx, 622. 

Supraphrenic pulsion diverticulum of the oesophagus. 
M. GoxpstEIn. Vraé. Delo, 1928, x, 1911. 

Rupture of an cesophageal diverticulum causing death. 
I. M. Woottey. Northwest Med., 1929, xxviii, 274. 

Diverticulum of the oesophagus; two-stage operation. 
C. G. Heyp, Surg. Clin. N. Am., 1929, ix, 515. 

(Esophageal corrosion. G. S. Duptey. Surg. Clin. N. 
Am., 1929, ix, 665. 

Specimen: tracheo-cesophageal fistula. E. O, Harris, 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 1116. 

Cancer of the oesophagus. L. RaMonp. Presse méd., 
Par., 1929, XXXvii, 291. 

The treatment of cancer of the cesophagus by radiation. 
M. Jory. Presse méd., Par., 1929, xxxvii, 450. 

Specimen of carcinoma of the oesophagus treated with 
diathermy. Gastrostomy. Death. W. M. Mo. ison, 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 1115. 

A case of carcinosarcoma of the cesophagus. G. R. 
Scarrr. J. Laryngol. & Otol., 1929, xliv, 324. [309] 

A study of the mediastinum by lateral radiography; 
remarks upon the study of bronchial adenopathy in the 
child. C. Lestocquoy and R. LenMann. Presse méd., 
Par., 1929, xxxvii, 282. 

A study of peripheral venous pressure in mediastinal 
syndromes. M. ViILLARET and M. Martiny. Presse méd., 
1929, XXXvii, 249. 

A case of anterior mediastinal terotoma with three body 
layers. B. MauiySev. Trudy gosudarstv. Inst. Med. Znan., 
1928, p. 25. 

Massive mediastinal adenopathy secondary to a cancer 
of the testis (seminoma). A. LAPoINTE. Bull. et mém. Soc. 
nat. de chir., 1929, lv, 271. 

Two cases of malignant tumors of the mediastinum in 
children. A. Cumakov. Z. sovrem Chir., 1928, iv, 301. 


Miscellaneous 


Congenital dysmorphism of the thorax and its clinical 
H. Fiscuer. Presse méd., Par., 1929, xxxvii, 
162. 

Intrathoracic malignancy. A. A. Scnuttz. J. Iowa 
State M. Soc., 1929, xix, 167. 

The development and progress of thoracic surgery. W. 
Denk. Wien. klin. Wchnschr., 1928, ii, 1673. [310] 


BIBLIOGRAPHY OF CURRENT LITERATURE 


369 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


A varix of the inferior epigastric vein simulating an in- 
carcerated inguinal hernia. H. NEurrer. Wien. med. 
Wchnschr., 1929, i, 255. 

Treitz hernie. N. Harper. Vestnik Chir., 1928, xiii, 

242. 
"Tos umbilical hernia with defect in the anterior part 
of the diaphragm and partial situs inversus of the ab- 
dominal viscera. Discussion of the teratogenetic sig- 
nificance of this combination. Suggestion as to the man- 
agement of large umbilical hernie with prolapsed liver. 
R. Srevers. Arch. f. klin. Chir., 1928, cliii, 703. 


Spontaneous ee of ventral hernie; a case report, 
M. Borisov. Vrac. Gaz., 1928, p. 1438. 

Strangulation of an ovary in an inguinal hernia asso- 
ciated with congenital abnormality of the kidney. A. C. 
LiescuHinc. Brit. M. J., 1929, i, 993. 

Individualization or routine in operation for hernia? 
V. GaLkin. Z. sovrem. Chir., 1928, ili, 1097. 

A method of treatment of inguinal hernia. L. Bonnet. 
Presse méd., Par., 1929, Xxxvii, 178. 

The treatment of inguinal hernia—a new principle of 
operation. SCHMIEDEN. Verhandl. d. deutsch. Gesellsch. 
f. Chir., 1929. 

Inguinal hernia: the results of treatment by simple ex- 
cision of the sac. P. TURNER and N. Eckuorr, Guy’s Hosp. 
Rep., Lond., 1929, Ixxix, 234. 

perations for inguinal hernie containing the uterine 
adnexa. W. Gross. Zentralbl. f. Chir., 1929, p. 336. 

The results of radical operations for inguinal and 
femoral herniz. K. VEDENSKIJ. Trudy gosudarstv. Inst. 
med. znanij., 1928, P. 53. . 

Results of injury of the urinary bladder during hernia 
operations. A. GaspaRJAN. Urologija, 1928, v, 83. [311] 

Spontaneous hematoma of the abdominal wall in 
women. A. F. Maxwe.t. California & West. Med., 1929, 
XXX, 407. 

Spontaneous hematoma of the abdominal wall. G. 
Dencks. Deutsche Ztschr. f. Chir., 1929, ccxiii, 159. 

Deep epithelioma of the abdominal wall of umbilical 
origin. G. DuRANTE and H. RouLianp, Gynécologie, 1929, 
XXVili, 65. 

The effect of blood in the peritoneal cavity upon the 
production of peritonitis in animals. J. P. Sparks and 
V. C. Davm. Surg., Gynec. & Obst., 1929, xlviii, 780. 

Chronic encapsulating fibrous peritonitis. S. GruENn- 
BERG, Vestnik Chir., 1928, xiii, 37. 

An experimental contribution on the problem of the 
mechanism of the direct effect on the oblongata in diffuse 
peritonitis. M. BuscumakIna and I. PIGALEWw. Ztschr. f. 

er. Med., 1928, Ixiii, 117. 31 
he treatment of purulent peritonitis without drainage. 
S. Rusanov. Acta Univ. Voronez., 1927, iv, 470. 

Enterostomy in the treatment of general peritonitis. 
T. G. Orr and R. L. Hapen. Arch. Surg., 1929, xviii, 2159. 

Pathology and clinical symptoms of diseases of the 
appendices epiploice. A. GricorJEV. Nov. chir. Arch., 
1928, xvi, 260. 

Acute hemorrhagic epiploitis suggesting acute appen- 
dicitis. ScoomBERG. Zentralbl. f. Chir., 1929, p. 43. [312] 

The retroperitoneal connective tissue and fascia. V. 
Sevkunko. Nov. chir. Arch., 1928, xvi, 174. 

Peritoneal adhesions. CLArRMONT. Verhandl. d. deutsch. 
Gesellsch. f. Chir., 1929. 


Intraperitoneal adhesions. S. GircoLayv. Vestnik Chir., 
1928, xv, 148. 

The prevention of peritoneal adhesions. G. GELLHORN. 
Surg., Gynec. & Obst., 1929, xlviii, 817. 


Gastro-Intestinal Tract 


The diagnosis of injuries to the gastro-intestinal tract. 
A. Grwwnev. Vestnik Chir., 1928, xiii, 115. 

The gastro-intestinal type of Hodgkin’s disease. Z. 
Oc Losin. Vestnik Chir., 1928, xiii, 132. 
Gastric motility. L. H. GARLANb, 

1929, Il, 233. 
he mechanics of the healthy and diseased stomach. 
Goetze. Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

Gas on the stomach: a symptom of gastric motor dis- 
— W. J. MALtory. Virginia M. Month., 1929, 
vi, 187. 

Functional tests of the stomach. Detertnc. Zentralbl. 
f. Chir., 1929, p. 552. 

The pathogenesis of gastric pain. 
Nov. chir. Arch., 1928, xv, 305. 

Some diagnostic points in the differentiation of lesions 
producing acute epigastric pain. J. A. Criser, Sr. 
Internat. J. Med. & Surg., 1929, xlii, 291. 

Acute gastric dilatation. L. J. Starry. J. Oklahoma 
State M. Ass., 1929, xxii, 209. 

Changes in the motor and secretory functions of the 
stomach following roentgen irradiation of the epigastrium. 
J. Kornejev. Vraé. Delo, 1928, ii, 377. 

Cardiospasm. H. J. Hara. California & West. Med., 
1929, XXX, 390. 

Experiences in the operation for cardiospasm. FROMME. 
Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

Surgical procedures on the cardia and abdominal portion 
of the cesophagus. E. Hesse. Vestnik Chir., 1928, xv, 


Brit. J. Radiol., 
[312] 


V. KoroGanskIj. 


gl. 
Surgery of the cardia. V. Levit. Vestnik Chir., 1928, 


xv, 96. 

Pyloric obstruction. O. C. Pickuarpt. Surg. Clin. N. 
Am., 1920, ix, 783. 

Unusual types of pyloric obstruction. J. FrrepENWALD 
and T. H. Morrison. South. M. J., 1929, xxii, 431. [312] 

Congenital hypertrophic pyloric stenosis. H. E. Hatt. 
Pennsylvania M. J., 1929, xxxii, 645. 

Fredet’s operation; the treatment of hypertrophic 
stenosis of the pylorus in nurslings. H. Brttet, Bull. et 
mém. Soc. nat. de chir., 1929, lv, 475. 

The Weber-Rammstedt operation and Loreta’s dila- 
tation. B. HunpsporrFER. Deutsche Ztschr. f. Chir., 
1928, ccxii, 330. {312} 

discussion on various aspects of gastric chemistry. 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 1043. 

The chemistry of the stomach and operations on the 
stomach. G. JANSEN. Nov. Chir., 1928, vii, 111. 

On the origins and treatment of dyspepsia. L. J. Picton. 
Brit. M. J., 1929, i, 1152. 

Globular hyperchlorhydria; bulbar hyperchlorhydria; 
and renal acidosis. H. BENARD, J. LENORMAND, and F, P. 
— Bull. et mém. Soc. méd. d. hép. de Par., 1929, 
xlv, 208. 

The digestion of fat and protein following gastric re- 
I. and I. Danicico. Spital, 1929, 
xlix, 4. 

Acid burns of the stomach and injuries from zinc gases. 
V. Orator. Zentralbl. f. Chir., 1929, p. 514. 


370 INTERNATIONAL ABSTRACT OF SURGERY 


The destruction of a Murphy button retained in the 
stomach for seven years. R. Lewisonn. Surg. Clin. N. 
Am., 1929, ix, 765. 

Neuroluetic diseases of the stomach. 
Festschr. f. Prof. Brustein, 1928, p. 286. 

Gastric tuberculosis, with a report of two cases. O. J. 
CAMERON. Ann. Int. Med., 1929, ii, 1265. 

Gastro-intestinal anthrax. N. SoLtovyev. Russk. Klin., 
1928, ix, 775. ; 

A case of gastrojejunocolic fistula. Dujarpin. J. de 
chir. et ann. Soc. belge de chir., 1928, p. 272. 

Multiple polyposis of the gastro-intestinal tract. I. 
AISMANN. Vestnik Chir., 1928, xvi, 116. 

Peptic injuries of the gastro-intestinal tract. L. AScuorr, 
Med. Klin., 1928, ii, 1931. [312] 

The roentgenographic image of ulcers of the stomach. 
H. Hartmann. Bull. et mém. Soc. nat. de chir., 1929, lv, 
270. 

Observations on the clinical diagnosis of peptic ulcer. 
G. H. Laturope. J. Med. Soc. N. Jersey, 1929, xxvi, 441. 

The sedimentation rate as a differential diagnostic sign 
in the study of gastric and duodenal ulcer. A, PoLtevKtov. 
Vestnik Chir., 1928, xiii, 192. 

The pathogenesis of circular ulcers of the stomach and 
duodenum. E. Cenjacuivskij. Ukrain. med Visti, 1928, 
iv, 437- 

Concerning Lerich’s communication upon gastric ulcer. 
G. Mé£tiver. Bull. et mém. Soc. nat. de chir., 1929, lv, 
246. 

The “ulcus simplex” ulcer (based on two personally ob- 
served cases). J. Hornauser. Orvosi hetil., 1928, ii, 1360. 

Gastric or duodenal ulceration. J. H. ANDERSON. Lancet, 
1929, CCXVi, 1347. 

Cardiac paralysis i in a case of gastric ulcer. I. SrroKOROV. 
Klin. Med., 1928, vi, 90. 

The rapidity of healing of a gastric ulcer. R. Morton. 
Brit. M. J., 1929, i, 1037. 

A comparative review of the views concerning the 
diagnosis and management of gastroduodenal ulcer. J. 
Zaorski. Polski Przegl. chir., 1928, vii, 386. 

The etiological treatment of gastroduodenal and peptic 
ulcers. ReicHEeL. Verhandl.d. deutsch. Gesellsch. f. Chir., 
1929. 

The significance of gastritis in the management of gas- 
troduodenal ulc r. G. E. Konyetzny. Therap. d. Gegenw., 
1920, Ixx, 53- 

Ulcer perforation. Lirpscuer. Therapia, 1929, viii, 1. 

The management of acute perforation of gastric ulcer. 
K. CzyZewskt. Polski Przegl. chir., 1928, vii, 385, 390. 

The treatment of acute perforated gastr duodenal ulcers. 
Wituicn. Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

A study of fifty-five cases of gastroduodenal perforation 
treated in the surgical clinic of Professor Kummer. E. 
FeRMAuD. Rev. méd. de la Suisse Rom., 1929, xlix, 75. 

A radical operation for perforated gastric ulcer. 
Roseno. Therap. d. Gegenw., 1928, Ixix, 109. 

Postoperative peptic ulcer. R. A. GUTMANN, R. JAHTEL, 
and D. THroporescu. Rev. Chir., 1928, xx, 725. [313] 

A peptic ulcer following an extensive gastric resection by 
the Billroth II method, with perforation into the perito- 
neum. Some remarks on the management of ulcer. T. 
GRaAssMUECK. Nov. chir. Arch., 1928, xv, 539. 

The choice of operation for true and false recurrences of 
gastroduodenal ulcer. A. Ogloblin. Nov. chir. Arch., 1928, 
xv, 96. 

Has gastric resection proved itself to be the best method 
for the surgical treatment of peptic ulcer of the stomach 
and duodenum? H. Ricuter. Chirurg, 19269, i, 270. 

Peptic ulcer and cancer of the stomach. J. S. Horsley. 

Am. M. Ass., 1929, xcii, 1813. 


R. Lurya. 


The differential diagnosis of interesting cases of gastric 
carcinoma. L. Gyégy4szat, 1928, Ixviii, 294. 
The results obtained by resection in cancer of the 
stomach. A. Pers. Acta chirurg. Scand., 1928, 13} 
1 


The value of conservative operations in irremovable 
lesions of the stomach. D. C. BALrour. Minnesota Med., 
1920, xii, 349 

The effect of the size of the anastomosis on the iy toed 
of the stomach following gastro-enterostomy. N. PERU- 
mova. Vestnik Chir., 1928, xiii, 36. 

Hemorrhage following gastro-enterostomy. G. Gurevié, 
Vestnik Chir., 1928, xiii, 27. 

Mistakes and dangers in surgery. A case of multiple 
gastro-enterostomy without cause. A. SEEBOLD. Nov. 
chir. Arch., 1928, xvi, 419. 

Dangers in surgery. The dangers of gastric resection. 
G. Brycuovsktj. Nov. chir. Arch., 1928, xvi, 259. 

Gastric resection—the answers to a questionnaire sent to 
Russian surgeons. G. MaGazinik. Nov. chir. Arch., 1928, 
XV, 52 

complications following gastric operations. 
Baki. Sibir. Arch. teor. i klin. Med., 1928, iii, 53. 

The late results of gastro-enterostomy for gastric and 
duodenal ulcer. BECKERMANN. Vestnik Chir., 1928, av 
108. 

Abdominal trauma with intestinal injury. W. DrP. 
Intow. J. Indiana State M. Ass., 1929, xxil, 237. 

Congenital stenoses of the intestine. P. Hennes. Arch. 
f. path. Anat., 1929, cclxx, 764. 

What has happened to the unobstructed bowel that fails 
to transport fluids and gas. W. C. ALVAREz and K. Hosot. 
Am. J. Surg., 1929, vi, 560. [314] 

Postoperative disturbances in the motility of the bowel. 
A critical study of the present views concerning acute 
gastric dilatation and other typical complications following 
operations on the abdomen. I. Anastomosis ileus (so-called 
vicious circle). II. Spastic gastro-intestinal block. III. 
Postoperative gastric paralysis. RetscHaver. Beitr. z. 
klin. Chir., 1928, cxliv, 639; cxlv, 101, 229; 1929, cxlv, 


397 

Intestinal obstruction. C. J. Drueck. Internat. J. Med. 
& Surg., 1920, xlii, 285. 

Intestinal obstruction: present-day considerations “ 
rationale of oe E.G. Waters. J. Med. Soc. 
Jersey, 1929, xxvi, 4. 

The réle of mtinds a indol bodies in intestinal obstruc- 
tion, and in the etiology of hypertension. BreBL. Verhandl. 
d. deutsch. Gesellsch. f. Chir., 1929. 

Acute obstruction of the bowel. V. KrasIncev. Proc. 
19th Russian Surg. Cong., Leningrad, 1927. 
Obstruction of the bowel from food. 
Deutsche Ztschr. f. Chir., 1929, ccxv, 336. 

The differences between high and low intestinal ob- 
struction in the dog: an anatomical and physiological ex- 
planation. J.J. Morton. Arch. Surg., 1929, xviii, Ky 

14 


A. KRECKE. 


Intestinal obstruction from a sub-ileal membrane. N. 
BarRBILIAN. Bull. et mém. Soc. nat. de chir., 1929, lv, 


95: 

Intestinal obstruction from a persisting angulation of 
the loop after strangulation of a hernia. E. MourGues- 
Mot.tnes. Bull. et mém. Soc. nat. de chir., 1929, lv, 385. 

The use of bacillus welchii (perfringens) antitoxin in 
experimental general peritonitis and intestinal obstruction. 
G. H. Copuer, C. S. Stone, and H. R. Ann. 
Surg., 1929, Ixxxix, 641. [314] 

The rdle of the bacillus welchii in acute intestinal ob- 
struction. M. A. McIver, J. C. Wutre, and G. M. Law- 


son. Ann. Surg., 1929, Ixxxix, 647. [314] 


R 

H 

C 

ir 

6 

c 

\ 

} 

0 

I 

| k 

| 

J 

) 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Dried milk as a dressing for intestinal _— C. E. 
Rees. California & West. Med., 1929, xxx 

Anthrax with localization in the bowel. I. Samer. Vrag. 
Gaz., 1928, p. 1436. 

The etiology and treatment of polyserositis of the bowel. 
H. Toote. Deutsche Ztschr. f. Chir., 1928, ccxiii, 44. 

Cystic pneumatosis of the bowel. "D, LAMONT. Glasgow 
M. J., 1929, cxi, 283. 

Hysterical tumors of the bowel. E. JaNovsktj. Vestnik 
Chir., 1928, xiv, 71. 

Ileus. I. GREKOv. Proc. 19th Russian Surg. Cong., Len- 
ingrad, 1927. 

The diagnosis of biliary ileus. 
1929, XXVi, 133. 

Two cases of biliary ileus. SANTy. Lyon chir., 1929, xxvi, 


Bonniot. Lyon chir., 


84. 

“ileus caused by a gall stone. A. BoCARNIKO. Vraé. Delo, 
1928, ii, 327. 

oon stone ileus. Raucu. Zentralbl. f. Chir., 1929, p. 
ileus. E. Horz. Arch. f. klin. Chir., 19209, 
clv, 166. 

The symptoms of acute ileus in hepatic cirrhosis. J. 
Kopp. Schwiez. med. Wchnschr., 1929, i, 289. 

Intussusception. Popov. Kuban. nauténo-med. 
Vestnik, 1928, ix, 22. 

The mechanism of intussusception. M. Dtetoricus, 
Kuban. nauéno-med. Vestnik, 1928, ix, 37. 

Eight cases of acute intussusception in infants and some 
observations thereon. J. D. R. Murray. Brit. J. Child. 
Dis., 1929, xxvi, 83. 

Chronic intestinal invagination. A. Dantets. Arch. f. 
klin. Chir., 1928, cliii, 16. [315] 

The treatment of acute intestinal invagination in the 
adult. G. Lrecrerc. Presse méd., Par., 1929, xxxvii, 

24. 
7 A rare case of enterocystoma. M. ELKIN. Kazan. med. 
Z., 1928, xiv, 441. 

Extensive resection of the small intestine. F. N. C. 
JeRauLp and W. W. Wasupurn. J. Am. M. Ass., 1929, 
xcii, 1827. 

Three cases of compression of the duodenum. M. Danis. 
J. de chir. et ann. Soc. belge de chir., 1928, p. 268. 

The mobile duodenum in clinical roentgenology. P. 
Duvat and H. Bfécrére, Bull. et mém. Soc. nat. de chir., 
1929, lv, 440. 

Duodenal intubation. J. Cartes and R. Damape, 
J. de méd. de Bordeaux, 1929, cvi, 206. 

Duodenal dilatation. G. S. DupLey. Surg. Clin. N. Am., 
1929, ix, 667. 

A foreign -_ in the duodenum; intervention; recovery. 
re . Bull. et mém. Soc. nat. de chir., 1929, lv, 178, 


‘Foreign body at the duodenojejunal angle; extraction by 
the gastric route. A. GUILLEMIN. Bull. et mém. Soc. nat. 
de chir., 1929, lv, 184. 

A foreign body in the duodenum of a child of four months; 
replacement into the stomach; extraction; recovery. 
Marry. Bull. et mém. Soc. nat. de chir., 1929, lv, 184. 

Intermittent arteriomesenteric occlusion of the duode- 
num with dilatation and stasis. H. L. Bockus. Pennsyl- 
vania M. J., 1929, xxxii, 618. 

A study of duodenal stasis. DE VApDER. Rev. de chir., 
Par., 1928, xlvii, 477. 315 

The biochemistry of duodenal stasis. H. SHay. Penn- 
sylvania M. J., 1929, xxxii, 627. 

The roentgen- ray diagnosis of chronic duodenal stasis. 
B. P. WrpMann. Pennsylvania M. J., 1929, xxxii, 631. 

Reverse movement of the contents of the duodenum. 
B. H. Ornvorr. Illinois M. J., 1929, lv, 406. 


37 


Re-activation of an old duodenal ulcer following dis- 
— of a gastro-enterostomy. R. Lewisoun. Surg. 
Clin. N. Am., 1929, ix, 759. 

A rapid method of treatment in perforated duodenal 
ulcer. C,. J. CeLtan-Jones. Brit. M. J., 1929, i, 1076. 

Myoma of the duodenal bulb. A. BERNSTEIN. Beitr. z. 
klin. Chir., 1929, cxlv, 532. 

Carcinoma of the third portion of the duodenum, with a 
brief review of — literature. R.S. YLVISAKER. Minnesota 

Med., 1929, xii, 351. 

Chemical Foe in the blood of the dog after closed- 
loop obstruction of the jejunum. R. L. HADEN and T. G. 
Orr. J. Exper. M., 1920, xlix, 955. 

The presence of parasites in multiple diverticula of the 
jejunum. P. Gornarp and R. Courrier. Ann. d’anat. 
path., 1929, vi, 180. 

The relationship of non-absorbable suture material to 
jejunal ulcer: an experimental study. W. J. M.Scorr. Arch. 
Surg., 1929, xviii, 1584. [316] 

The pathology, clinical picture, and treatment of 
mesenterium ileocolicum commune. M. MILoszEwskI. 
Polski Przegl. chir., 1928, vii, 392. 

The form, position, and attachments of the colon in the 
adult. Von OskapEroy., Acta Univ. Voronez., 1927, 
iv, 4. 

The function of anastomoses between the large and small 
bowels. W. Tornnis. Deutsche Ztschr. f. Chir., 1928, 
ccxii, 339. 

Congenital anomalies of the proximal colon. B. GRANAT, 
Med. Oborozr. Nizn. Povolzja, 1928, p. 44. 

The management of common diseases of the lower bowel. 
L. C. Sanpers. Ann. Int. Med., 1929, ii, 1323. 

Megacolon. H. H. C. Grecory. Proc. Roy. Soc. Med., 
Lond., 1929, xxii, 1040. 

Congenital megacolon cured by the two-stage Hoch- 
enegg-Langemak operation. V. LazArevié. Zentralbl. f. 
Chir., 1929, p. 729. 

Acquired diverticula of the colon: a study of the end-re- 
sults in forty-four cases. I’. C. Newton. Arch. Surg., 1929 
xviii, 1339. [316] 

The treatment of fecal fistula. I. Rocuktnp. Proc. 19th 
Russian Surg. Cong., Leningrad, 1927. 


Neoplasms of the large bowel. A. Lesniowskt. Polski 
Przegl. chir., 1928, vii, 343, 390. 
Neoplasms of the large — H. Scuramm. Polski 


Przegl. chir., 1928, vii, 373, 3 

Inflammatory tumors of the ‘colon. 
Polski Przegl. chir., 1928, vii, 363, 390. 

The value of roentgen diagnostics in cancer coli. A. 
RENANDER. Acta chirurg. Scand., 1928, lxiv, 417. [316] 

Malignant lymphoid tumor of the intestine involving the 
cecum, the ascending colon, the terminal ileum, and a high 
intestinal loop, fistulizing into the colon; complete re- 
section of the tumor in one stage; excellent result at the 
fifteenth month. J. Brave. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 390 

Carcinoma of the colon. Newron. N. Zealand M. 3 

1929) xxviii, 83. [317 
The diagnosis and surgical treatment of carcinoma of 
the colon. E. Gortscu and A. Goetscn. Arch. Surg., 1929, 
xviii, 998. [317] 

Cancer of the left angle of the colon. Santy. Lyon chir., 
1929, Xxvi, 107. 

Carcinoma of the left colon. Partial colectomy by the 
multiple stage extraperitoneal method of Mikulicz. R. W. 
Bo.utnc. Surg. Clin. N. Am., 1929, ix, 733. 

Lymphosarcoma of the colon and rectum. F. W. RANKIN 
and L. Cuumtey. Minnesota Med., 1929, xii, 247. 

Surgery of the colon. NEUMAN, J. de chir, et ann. Soc. 
belge de chir., 1928, p. 261. 


K. NOWAKOWSKI. 


372 INTERNATIONAL ABSTRACT OF SURGERY 


Colectomy for aes constipation. VILLARD. Lyon 
chir., 1929, xxvi, 13 

Surgery of the aaht half of the colon. B. Luparsxy. 
Proc. 1st Ukrainian Surg. Cong., Odessa, 1926. 

A case of primary gangrenous typhlitis complicated by 
thrombophlebitis of the superior mesenteric vein. R. 
BERNARD. Bull. et mém. 7 nat. de chir., 1929, lv, 
393- 

Adenocarcinoma of the cecum. Congenital 
trophic pylorostenosis. J. G. SuerRtLt. Kentucky. M. J., 
1929, xxvii, 248. 

A giant appendix. E. D. Newett, E. R. CampBeLt, and 
J. M. Frere. J. Am. M. Ass., 1929, xcii, 2016. 

Problems in the physiology of the appendix. Gross. 
Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

Oxyuris in the wall of the appendix. H. Nico.aus. 
Deutsche Ztschr. f. Chir., 1929, ccxv, 133. 

Gall stones in the appendix. Raucn, Zentralbl. f. Chir., 
1920, p. 621, 622. 

Hernia of the appendix; with strangulation; hernial 
appendicitis. A. Cuauvenet. J. de méd. de Bordeaux, 
1920, Cvi, 285. 

Inflammatory tumors of the colon and their significance 
in appendiceal pathology. A. Nremitov. Vestnik Chir., 
1928, XV, 137. 

The relation between tonsillitis and appendicitis. W. M. 
Hunt. Am, J. Surg., 1929, vi, 761 

Appendicitis in children, C. E. “Farr. Arch, Pediat., 
1929, xlvi, 335. 

Appendicitis and diet in childhood. P. Caprescu. 
Spital, 1929, xlix, 1 

Appendicitis simulating rectal carcinoma. G. FRATTIN. 
Zentralbl. f. Chir., 1929, p. 285. 

Appendicitis and paerennatien of the cecum. N. 
Bosrik. Zentralbl. f. Chir., 1929, p. 518. 

Appendicitis and measles. J. AMBUEHL. Zentralbl. f. 
Chir., 1929, p. 721. 

Some factors in the reduction of mortality in appendi- 
citis. Davis. Clin. Med & Surg., 1929, xxxvi, 377. 

Experiences with appendicitis in the Boras hospital. A. 
NETTELBLAD. Svenska Laekartidningen, 1928, ii, 1501. 

Results of treatment in 1,000 cases of appendicitis. 
V. STEINFELDT. Eesti Arst, 1928, vii, 448. 

The rdle of appendicitis in the development of gastric 
ulcer. A. Gripnev. Vraé. Delo, 1928, ii, 453. 

The treatment of acute appendicitis. E. DrRAcinsKajA. 
Vestnik Chir., 1928, xv, 128. 

The etiology and serum therapy of acute appendicitis, 
based on 300 cases. R. HILGERMANN and W. Pout. Arch. f. 
klin. Chir., 1929, cliv, 248. 

Acute appendicitis, its complications and surgical treat- 
ment. N. SokoLov. Kazan. med. Z., 1928, xxiv, 645. 

Laparotomy incisions for acute appendicitis. PLENK. 
Wien. med. Wchnschr., 1929, i, 258. 

Chronic appendicitis—what i is it? K. Roperts. Am. J. 
Surg., 1920, vi, 755... 

Chronic appendicitis. J. B. DEaver. Am. J. M. Sc., 
1920, clxxvii, 749. 

X-rays in ‘the diagnosis of chronic appendicitis. A. P. 
BerTWISTLE. Brit. M. J., 19209, i, 1075. 

The differential diagnosis between chronic appendicitis 
and cecal stasis. G. Broner. J. de chir. et ann. Soc 
belge de chir., 1928, p. 296. 

Intraperitoneal lipoma simulating chronic appendicitis. 
C. T. Witticu. Zentralbl. f. Chir., 1929, p. 

The symptomatology of chronic appendicitis. V. 
SACHARZEVSKIJ. Nov. chir. Arch., 1928, xv, 300. 

Chronic appendicitis fistulizing into the tube and uterus. 
H. Gaupter. Bull. et mém. Soc. nat. de chir., 1929, lv, 
164. 


Is secondary appendectomy indicated after opening an 
appendiceal abscess? T. Narcett. Schweiz. med. 
Wcehnschr., 1929, i, 269. 

The after-results of operations for chronic appendicitis. 
N. Trotcky. Proc. 19th Russian Surg. Cong., Len- 
ingrad, 1927. 

Arteriovenous aneurism of the external iliac artery fol- 
lowing appendectomy. H. Mrscuepr. Deutsche Ztschr. 
f. Chir., 1929, ccxv, 130. 

Carcinoma of the transverse colon. G. S. Dup.iey. 
Surg. Clin. N. Am., 1929, ix, 663. 

Sigmoidoscopy versus X-rays in the diagnosis of termi- 
nal bowel pathology. F. C. Yeomans. Surg. Clin. N. Am., 
1920, ix, 673. 

Volvulus of the sigmoid colon. A TISCENKO. Kuban. 
naucno-med. Vestnik, 1928, ix, 43. 

The operative treatment of mesosigmoiditis. V. Pav- 
LENKO. Proc. 19th Russian Surg. Cong., Leningrad, 1927. 

A foreign body in the rectum—case report. S. ZuRAv- 
sktj. Kuban. nauéno-med. Vestnik, 1928, ix, 1 

The neurogenic, particularly the vasomotor, disturb- 
ances of the rectum. L. Atpor. Gyégy4szat, 1928, ii, 


50. 

Electrocoagulation in the treatment of benign tumors of 
the rectum and lower portions of the sigmoid colon. M. 
FriepMAN and P. Hetrer. Nov. chir. Arch., 1928, xv, 

20. 
. A rectal polyp showing carcinomatous changes. O. C. 
Pickuarpt. Surg. Clin. N. Am., 1929, ix, 787. 

The treatment of cancer of the rectum with radium. Sir 
C. Gorpon-Watson. Brit. M. J., 1929, i, 671. [318] 

The technique and choice of the method of operation in 
carcinoma of the rectum. A. W. Fiscuer. Zentralbl. f. 
Chir., 1929, p. 40. 

he surgical management of rectal carcinoma. S. 
Patnstetr. Nov. chir. Arch., 1929, xiv, 587. 

Cancer of the rectum and its surgical treatment, on the 

basis of 1,300 cases. H. Kurettner. Med. Klin., 1929, i, 


4. 

After-care of the wound following the sacral operation 

for rectal carcinoma. W. Denk. Zentralbl. f. Chir., 1929, 
. 642. 

The anorectal neuralgies. M. Tountama. Presse méd., 
Par., 1929, xxxvii, 161. 

Anal ulcerations due to oxyurasis. R. Le Cierc. 
Presse méd., Par., 1929, xxxvii, 260. 

Report of 1 ooo cases of hemorrhoids treated by office 
methods. J. W. Warren. N., Orleans M. & S. J.) 1929, 
Ixxxi, 902. 

The treatment of hemorrhoids with sclerosing injections. 
M. GremjacKIn. Kazan. med. Z., 1928, x, 1002. — 

The cauterization of hemorrhoids (Dombrovsky) and 
oo results. L. BECKERMANN. Z. sovrem. Chir., 1928, iii, 
104 

“fhe treatment of pruritus ani and anal fissure. W. B. 
GaprRiEL. Brit. M. J., 1929, i 1070. 

The complication of artificial anus; strangulation of the 
small intestine in prolapse of the large. intestine. CHARRIER 
and Barpon. J. de méd. de Bordeaux, 1929, cvi, 134. 

Stretching the sphincter. Further e rimental_con- 
tribution to the surgery of the sphincter ani. E. MELZNER. 
Beitr. z. klin. Chir., 1929, cxlv, 249. 


Liver, Gall Bladder, Pancreas, and Spleen 


Further studies on “1 salts. S. Tasutro. J. Med., 
Cincinnati, 1929, x, 16 
The dosage of bile et in the duodenal fluid. E. CHa- 
BROL, H. BENARD, and M. Bartéty. Bull. et mém. Soc. 
méd. d. hop. de Par., 1929, xlv, 220. 


lo he 


0 
I 
E 
4 
] 
] 


BIBLIOGRAPHY OF CURRENT LITERATURE 


A comparison of tests for bile pigment in serum. R. S. 
Hussarp and C, B. Attison. Clifton Med. Bull., Clifton 
Springs, N. York, 1929, xv, 88. [318] 

The clinical significance of the so-called tendency to 
bleed in cholemia. E.Sriert. Beitr. z. klin. Chir., 1928, 
cxlv, 268. 

Our experiences with the magnesium-sulphate treatment 
of acute conditions of the bile passages. H. JUNKER. 
Deutsche Ztschr. f. Chir., 1929, ccxiv, 177. 

Biliary lithiasis. G. Duptey. Surg. Clin. N. Am., 
1929, ix, 671. 

Some new facts in the pathogenesis and treatment of 
biliary lithiasis. H. GAEHLINGER. Bruxelles-méd., 1929, 
IX, 532. 

The reaction of human bile and its relation to gall-stone 
formation. J. G. and F. L. Kraarr. J. E 


+y 1928, p. 61. 

Instrumental dilatation of the papilla of Vater and the 
dislodgment of calculi by retrograde irrigation: a contribu- 
tion to the surgery of the bile passages. D. CHrEVER. 
Arch. Surg., 1929, xviii, 1069. 

Possibilities of failure in the removal of stones in the 
biliary tract. E. L. Younc, Jr. N. England J. Med., 
1929, CC, 1145. 

Medial abdominal incision in surgery of the bile passages. 
A. Gosset and R. Soupautt. J. de chir., 1929, xxxiii, 


145. 

Closure without drainage following operation on the bile 
passages. F. Darts. Vlaamsche geneesk. Tijdschr., 1929, 
1, 28. 

A case of subcutaneous separation of a portion of liver 
parenchyma. A. TALySinskly. Nov. chir. Arch., 1928, 
xvi, 261. 

Functions of the liver. 
M. J., 1929, xiv, 221. 

The excretion of dyes from the liver and the kidneys. I. 
Their relation to the diffusibility of dyes. II. On the com- 
pensatory function of the kidneys of animals for eliminat- 
ing dyes after the ligation of the common duct. III. On 
the compensative function of the liver in the elimination of 
dyes in animals in which the renal arteries and veins are 
ligated. IV. On the relation between the concentration of 
dyes in the blood stream and the concentration of excreted 
dyes. Y. Tapa. Acta schole med. univ. imp., 1928, xi, 
193, 231, 243, 253- [319 

Vasodepressor substances in the liver after obstruction 
of the common duct. I. S. Ravptn. Arch. Surg., 1929, 
xviii, 2191. 

Chemical and clinical studies of liver disease. S. F. 
Oitver. J. Med., Cincinnati, 1929, x, 154. 

Glycogenolysis due to epinephrin in hepatic disease. S. 
Britt. Arch. Surg., 1929, xviii, 1803. 3 

Whipple’s method as a therapeutic adjuvant in the treat- 
ment of acute ameebic hepatitis. VIALARD. Bull. et mém. 
Soc. méd. d. hop. de Par., 1929, xlv, 202. 

Some clinical and therapeutic reflections inspired by 252 
surgical interventions for hepatic amoebiasis. H. Lacase. 
Bull et mém. Soc. nat. de chir., 1929, lv, 199. 

Jaundice. Fircu. Clin. Med. & Surg., 1929, xxxvi, 395. 

The differential diagnosis of jaundice. K. WiINsLow. 
Northwest Med., 1929, xxviii, 254. 

Studies in pathological physiology; catarrhal icterus does 
not exist. M. Garnier. Presse méd., Par., 1929, xxxvii, 
265. 

The pathogenesis of intrahepatic stone formation. S. 
Evoyan. Nov. chir. Arch., 1928, xvi, 382. 

_Liver abscess. V. Kupryavcev. Perm, med. Z., 1928, 
vi, 43. 


F. C. Mann. Nebraska State 


373 


The treatment of amcebic abscess of the liver. H. Cos- 
TANTINI. Bull. et mém. Soc. nat. de chir., 1929, lv, 447. 

Cyst of the liver. R. Fattin. Acta chirurg. Scand., 
1928, Ixiv, 375. 3 

Alveolar (multilocular) echinococcus cyst of the liver 
with multiple localization. V. Donskov. Zborn. trud. 
Irkutsk. Univ., 1928, xiv, 65. 

Primary tumors of the liver. G. I. GASPARIAN. 
f. klin. Chir., 1928, cliii, 435. 

A new method of treating callous ulcers penetrating the 
liver and pancreas. M.R.Lericue. Bruxelles-méd., 1920, 
ix, 502. 

Primary carcinoma of the liver in childhood. E. J. 
Kirroy and M. C. Terry. Surg., Gynec. & Obst., 1929, 
xlviii, 751. 

Liver and gall-bladder surgery in India. M. N. Rogc- 
HOLT. Nederl. Tijdschr. v. Geneesk, 1929, i, 826. 

The value and limitations of cholecystography. R. 
Bum. Chirurg, 1929, i, 265. 

Why is a negative gall-bladder visualization useless, 
while a definite shadow is of high differential diagnostic 
value? A. GreBE. Muenchen. med. Wchnschr., 1928, 
Ixxv, 299. 

A case of torsion of the gall bladder. 
Irish J. M. Sc., 1929, 6 s., 262. 

Congenital obliteration of the gall bladder with atresia 
of the extrahepatic bile ducts and ampulla of Vater. T. 
C. Smirn and R. T. Batt. Kentucky M. J., 1929, xxvii, 


Arch. 
[320] 


H. S. MEADE. 


252. 

Perforation of the gall bladder into the free peritoneum. 
M. Larcet and J. P. Lamare. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 150. 

Mercurochrome as a biliary antiseptic, as a means to 
visualize gall bladders, and as a possible form of treatment 
in cholecystitis. L. Martin and J. A. Hitt. Am. J. M. 
Sc., 1929, clxxvii, 710. 

The frequency of gall-bladder disease and its diagnosis 
at autopsy. F. E. Becker. Colorado Med., 1929, xxvi, 
204. 

Studies in gall-bladder bile in cases of atypical diseases 
of the gall bladder, and their prognostic value. Also a con- 
tribution on the function of the gall bladder. H. Frrep- 
ricnH. Beitr. z. klin. Chir., 1929, cxlv, 379. 

The pyloroduodenal relations in cholecystitis. R. Wo- 
DON-DuFrRANE. Bruxelles-méd., 1929, ix, 651. 

Two cases of chronic cholecystitis without stones and 
without apparent lesion of the gall bladder; radical recov- 
ery after Tpos and Lecranb-Desmons. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 181. 

Cholecystitis associated with diabetes. A. N. CoLiins. 
Minnesota Med., 1929, xii, 362. 

The association of gall-bladder disease and heart disease. 
C. B. Leecu. N. England J. Med., 1929, cc, 1318. 

Echinococcus in the gall bladder. I. Rupnicky. Vest- 
nik Chir., 1928, xiii, 346. 

External gall-bladder fistula. A. ZvANECKIJ-ZABOLTNIJ. 
Odesskij med. Z., 1928, iii, 668. 

The procelain gall bladder. (Cholecystitis chronica cal- 
carea.) FLOERCKEN. Verhandl. d. deutsch. Gesellsch. f. 
Chir., 1929. 

An experimental contribution on the relation between 
gall stones and carcinoma of the gall bladder. N. PETROV 
and N. Krorkina. Vopr. Onkol., 1928, i, go. 

The present status of gall-bladder diagnosis and surgery. 
F. P. Currter and W. R. Torcerson. J. Michigan State 
M. Soc., 1929, xxviii, 428. 

Spontaneous amputation of a stone-free purulent gall 
bladder. G. VeisMAN. Nov. chir. Arch., 1928, xvi, 422. 

The surgical treatment of recurrent cholelithiasis. A. J. 
Watton. Brit. J. Surg., 1929, xvi, 668. 320 


: M., 1929, xlix, 681. [319] 
Trauma in the etiology of gall-stone disease. M. Torct- 


374 


Congenital dilatation of the choledochus. J. SENEQUE 
and A, TAILHEFER. J. de chir., 1929, xxxiii, 154. 

Removal of calculi from the common duct. C. E. Farr. 
Surg. Clin. N. Am., 1929, ix, 655. 

An aberrant pancreas in the stomach wall. W. W. Cox. 
J. Med. Soc. N. Jersey, 1929, xxvi, 467. 

Report of an accessory pancreas on the ileum of a dog. 
E. B. Botpyrerr. Anat. Record, 1929, xliii, 47. 

The pancreatic triad. W. N. Botpyrerr. Am. J. M. 
Sc., 1929, clxxvii, 778. 

Functional pancreatic diagnosis. H. WILDEGANS. Chi- 
rurg, 1929, i, 343. 

Pancreatic function: IV. The humoroneural regulation 
of the gastric, pancreatic, and biliary secretions. S. OKa- 
pA, K. Kuramocut, T. TsuKAwARA, and T. Arch. 
Int. Med., 1929, xliii, 446. [321] 

Functions of the islands of Langerhans. D. AL’pERN. 
Proc. 19th Russian Surg. Cong., Leningrad, 1927. 

Subcutaneous rupture of the pancreas. H. Hvueck. 
Chirurg, 1929, i, 349. 

Acute pancreatitis. C. EGGERs. 

1920, ix, 743. 

Some mild forms of pancreatitis. M. Emuorn. Med, 
J. & Rec., 1929, cxxix, 666. 

The diagnosis and treatment of acute pancreatic necrosis. 
P. WatzeL. Wien. klin. Wchnschr., 1929, i, 14. 

Traumatic pseudocyst of the pancreas. V. STEOPOE and 
P. Antonescu. Rev. de chir., 1929, xxi, 66 

Pancreatic cysts. J. B. A. Touw and W. A. BorKEL- 
MANN. Geneesk. BI., 1928, xxvi, 271. [322] 

A case of large spontaneous hematic cyst of the pan- 
creas. G. Bronfe and F, Evety. Bruxelles-méd., 1929, 
ix, 542. 

Sessile cyst of the head of the pancreas; roentgenological 
ey Brisset. Bull. et mém. Soc. nat. de chir., 1929, 

Vv, 130. 

Two cases of carcinoma of the pancreas. G. S. DuDLEY. 
Surg. Clin. N. Am., 1929, ix, 659. : 

Subcutaneous traumatic rupture of the spleen, with the 
report of acase. D.C. Straus and I. H. Tumperer. Surg. 
Clin. N. Am., 1929, ix, 345. 323 

Apparently spontaneous rupture of the normal spleen. 
D. H. Patey. Brit. M. J., 1929, i, 898. 

Spontaneous rupture of the spleen. W. E. UNDERWooD. 
Brit. M. J., 1929, i, 1118. 

The enlarged spleen. W. J. Mayo. California & West. 
Med., 1929, xxx, 382. 

Gastrorrhagia in the course of chronic primary spleno- 
megaly. R. Grécorre and P. Presse méd., 
Par., 1929, Xxxvii, 385. 

Ulcers of the leg in patients with splenomegaly. R. 
Grécorre and P. EmiLe-WetL. Bull. et mém. Soc. nat. de 
chir., 1929, lv, gt. 

Splenomegaly and splenectomy. I. Kupincev. Vrat. 
Delo, 1927, x, 1776. 

Two cases of splenomegaly with hamatemesis treated by 
splenectomy. H. AuLBom. Acta chirurg. Scand., 1928, 
Ixiv, 387. [323] 

Splenic anemia. The necessity for early operation. A. 
C. Atport. Lancet, 1929, ccxvi, 864. 

The treatment of essential thrombopznic bile ligation of 
the splenic artery. I. VAN GompsENHOVEN. Rev. belge d. 
sc. méd., 1929, i, 97. 


Surg. Clin. N. Am., 


INTERNATIONAL ABSTRACT OF SURGERY 


A hydatid cyst of the spleen with peritoneal graft. Pa- 
TEL. Lyon chir., 1929, xxvi, 79. 

The surgery of non-parasitic cysts of the spleen. K. 
Zerov. Nov. chir. Arch., 1928, xvi, 420. 

Splenectomy in a case of polyserositis. 
Klin. Wchnschr., 1929, i, 364. 


P. IVERSEN. 


Miscellaneous 


Two cases of coeliac infantilism. H. GarpINeR-HILL. 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 1033. 

Abdominal pain in children. H. W. Carson. Canadian 
M. Ass. J., 1929, Xx, 587. 

The clinical diagnosis of traumatic hernia of the dia- 
phragm. B. Biock. Kuban. nautno-med. Vestnik, 1928, 


ix, 12. 
hernia. G. L. CarrincTon. Ann. Surg. 
1929, Ixxxix, 512. 324 

Incarcerated diaphragmatic hernia in an infant, with op- 
eration and recovery. R. B. BeTtMAN and J. H. Hess. J. 
Am. M. Ass., 1929, xcii, 2014. 

Two cases of gastric ulcer associated with congenital dia- 
phragmatic hernia. W. Cotter, A. F. Hurst, and E. W. 
Suear. Guy’s Hosp. Rep., Lond., 1929, Ixxix, 159. [324] 

Eventration of the diaphragm; case report. R. Gor- 
JAuNovA. Vestnik Rentgenol., 1928, vi, 257. 

The diagnostic significance of phrenic phenomena in 
diseases of the abdominal viscera. A. GABAJ. Kazan. med. 

., 1928, xi, 1190. 

The duodenal pain syndrome in the symptomatology of 
disease of various abdominal organs. J. KRAMARENKO. 
Vestnik Chir., 1929, xvi, 52. 

Pain syndromes in diseases of the intraperitoneal organs 
and paravertebral injections. I. Is¢enKo. Vestnik Chir., 
1928, xiii, 81. 

A new calorometric test for diseases of the retroperito- 
neal space, dependent on irritation or paralysis of the lum- 
bar sympathetic. E. Hesse. Vestnik Chir., 1929, xvi. 

The removal or use of blood in cases of intra-abdominal 
hemorrhage. G. Ztvatov. Odesskij. med. Z., 1928, iii, 


Subphrenic abscess. D. Vaza. Nov. Chir., 1928, vii, 
282. 

Diseases in the upper abdomen with inflammatory proc- 
esses in the lower abdomen. Vorscuuetz. Zentralbl. f. 
Chir., 1929, ? 217. [324] 

Abdominal complications as a starting point for perito- 
nitis in scarlet fever. E. BANNER-Vorct. Vestnik Chir., 
1928, XV, 153. 

The surgical anatomy of the coeliac plexus. A. SuSCEv- 
sky. Acta Univ. VoronezZ., 1927, iv, 237. 

The importance of peritonization in abdominal surgery. 
J. E. Cannapay. Surg., Gynec. & Obst., 1929, xlviii, 803. 

The acute abdomen. J. M. AcKER, JR. N. Orleans M. & 
S. J., 1929, Ixxxi, 888. 

Pelvic exclusion. An operation for the relief of viscer- 
optosis. G. A. Moore. N. England J. Med., 1929, cc, 


1245. 
Separation of the wound edges following laparotomy. A. 
IvANCENKO. Vrat. Delo, 1928, ii, 475. 


Prevention of the separation of the wound edges and evis- 
ceration following laparotomy. D.Ort. Vraé. Delo, 1928, 
ii, 789. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


375 


GYNECOLOGY 


Uterus 


Hysterosalpingography—a supplementary gynecological 
method of examination. WILL. Deutsche med. Wchnschr., 
1929, i, 222. 

The bicornate uterus. F. M. Letr. N. Orleans M. & S. 
J., 1929, Ixxxi, 918. 

Double uteri. P. Rocuet and R. Jamin. Lyon chir., 
1929, XXVi, 123. 

Concerning double uteri. Micon. Lyon chir., 1929, 
XXV1, 107. 

Congenital abnormal opens folds of the female gen- 
italia. E. Mater. Ztschr. f. Anat. u. Entwicklungsgesch., 
1929, Ixxxviii, 786. 

On the etiology of eo of the uterus. J. RICKMAN. 
J. Obst. & Gynec. Brit. Emp., 1929, xxxvi, 70. [326] 

The treatment of procidentia uteri. O. S. Corer. J. 
Med. Ass. Georgia, 1929, xviii, 243. 

Schubert’s operation for prolapse. G. GATTER. Zen- 
tralbl. f. Gynaek., 1929, p. 469. 

The treatment of genital prolapse in aged women by ex- 
tensive septum formation in the vagina. R. Crousse. 
Bruxelles-méd., 1929, ix, 392. 

Obliterative changes of the internal os of the uterus in old 
age. E. Giturck. Beitr. z. path. Anat. u. z. allg. Path., 
1928, Ixxxi, 121. 

Incomplete desquamation of the uterine mucosa during 
menstruation; a cause of menorrhagia. W. LAum. Zen- 
tralbl. f. Gynek., 1929, p. 386. 

The réle of undulant intra-uterine infection. 
Lyon chir., 1929, xxvi, 80. 

A case of physopyometra with peritonitic abscess. F’. J. 
Hector. Brit. M. J., 1929, i, 1158. 

Lipiodol as a diagnostic aid in fibromata of -the female 
genital tract. A. Matutev. Am. J. Surg., 1929, vi, 
720. 

A case of salpingeal reaction following an intra-uterine in- 
jection of lipiodol. Lec&Ne, BECLERE, and TepEsco. Bull 
Soc. d’obst. et de gynéc. de Par., 1929, xviii, 121. 

Diagnostic curettage and excision. L. STieRLIN. 
Schweiz. med. Wchnschr., 1929, i, 105, 128. 

A large fatty tumor of the uterus. J. W. Brive. J. 
Obst. & Gynec. Brit. Emp., 1929, xxxvi, 83. ] 

Double fibromatous uterus. TAveRNIER. Lyon chir., 
1929, Xxvi, 124. 

Severe anemia due to a uterine fibroma. ‘Tixter. Lyon 
chir., 1929, xxvi, 80. 

Fifteen years with radium in the treatment of fibroids, 
non-malignant, bleeding, and dysmenorrhaea. J. O. Pot- 
AK. J. Obst. & Gynec. Brit. Emp., 1929, xxxvi, 325. 

Results of X-ray therapy in myoma and other non-ma- 
lignant lesions of the uterus. G. M. Laws. Am. J. Obst. 

Gynec., 1929, xvii, 855. 

The irradiation treatment of uterine fibromata and met- 
ropathies complicated by adnexal disease. IF. Gat. 
Strahlentherapie, 1929, xxxi, 556. 

Some uterine fibromata which ought not to be treated by 
irradiation. REEB. Bull. Soc. d’obst. et de gynéc. de Par., 
1929, xviii, 153. 

A severe complication in a case of parametric lymph- 
angiectasia with uterine myoma. H. Kencyet. Arch. f. 
path. Anat., 1928, cclxx, 86. 

Endometrioma. A clinical and pathologic study of 159 
cases treated at the clinic of the Free Hospital for Women, 
Brookline, Mass. G. VAN S. SmitH. Am. J. Obst. & 
Gynec., 1929, xvii, 806. 


TIXIER. 


Statistics of uterine cancer. Y. KAnxKr. Jap. J. Obst. 
& Gynec., 1920, xii, 12. 326 

Chorioadenoma and choriocarcinoma of the uterus. S. 
A. Wotre. Am. J. Obst. & Gynec., 1929, xvii, 826. 

On the rationale of the treatment of carcinoma of the 
cervix uteri. S, Mirra. Indian M. Gaz., 1929, Ixiv, 316. 

Local vaccine therapy in cancers of the uterine cervix. 
H. HartMann, Arrorr, and S. Fasre. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 268; Presse méd., Par., 1929, 
XXXVii, 401. 

Radium treatment of carcinoma of the cervix during 
1927. H. H. Bowne and R. Fricke. Am. J. Reent- 
genol., 1920, xxi, 520. 

Pre-operative diathermocoagulation in the surgical treat- 
ment of cancer of the uterine cervix. J. DE FOURMESTRAUX. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 171. 

Radiological or operative treatment of cancer of the 
uterus. J. HeyMAN. Strahlentherapie, 1928, xxix, 407. 

The modern technique of vaginal hysterectomy; sub- 
total vaginal hysterectomy. G. PreLLanpa. Lyon chir., 
192Q, XXVi, 50. 

Suspension of the cervix after subtotal hysterectomy as a 
method of prevention or complimentary treatment in geni- 
tal prolapse. L. Haurerort. Paris chir., 1928, xx, 233. 


Adnexal and Periuterine Conditions 


Late traumatic cicatricial sclerosis of the broad ligament. 
R. Bonneau. Gynécologie, 1929, xxviii, 82. 

The surgical treatment of adnexal tuberculosis. F. 
ConpaMINn. Presse méd., Par., 1929, Xxxvii, 180. 

Should one operate upon purulent adnexal tumors? G. 
Katz. Zentralbl. f. Gynaek., 1929, p. 616. 

Variations in the technique of hemisection of the uterus 
for bilateral lesions of the adnexa. DanteL. Paris chir., 
1928, xx, 225. 

Torsion of the undiseased fallopian tube. W. E. GaBe. 
Arch. Surg., 1929, xviii, 1304. [326] 

Further simplification of the tubal insufflation test. A. 
Jacopy. Am. J. Obst. & Gynec., 1929, xvii, 871. 

Cyclic changes in the epithelium of the human fallopian 
tube. K. Tietze. Zentralbl. f. Gynaek., 1929, p. 32. 

Salpingitis in the course of dengue. I. Hirzanipiss. 
Bull. Soc. d’obst. et de gynéc. de Par., 1929, xviii, 137. 

Primary epithelioma of the fallopian tube. Le BALLE 
and R. Patay. Bull. Soc. d’obst. et de gynéc. de Par., 1929, 
xviii, 42. [326] 

The reaction of the negro to bilateral oophorectomy. R. 
H. Meape, Jr. Virginia M. Month., 1929, lvi, 150. 

Dead ova on the surface of the ovary in case of absence 
of the uterine tubes. H. HinsetMann. Zentralbl. f. 
Gynaek., 1929, p. 504. 

The clinical application of the female sex hormone test. 
R. T. Frank and M. A. GoLpBerGerR. N. York State J. 
M., 1929, xxix, 671. 

Influencing ovarian insufliciency with ovarian hormone 
preparations. R. HoRNUNG and i. Lirren. Zentralbl. f. 
Gynaek., 1920, p. 661. 

A successful pregnancy following X-ray stimulation of 
the ovaries after ten years amenorrhoea. M. Puituies, J. 
Obst. & Gynec. Brit. Emp., 1929, xxxvi, 378. 

Intra-abdominal traumatic hemorrhage from the ovary. 
I. A. Arajanz. Zentralbl. f. Gynaek., 1920, p. 615. 

Intra-abdominal haemorrhage following rupture of a cor- 
pus luteum in a young hemophyliac. A. TERBRUEGGEN. 
Zentralbl. f. Chir., 1929, p. 519. 


376 


A contribution on chocolate cysts of the ovary. F. Is- 
BrucH. Ztschr. f. Geburtsh. u. Gynaek., 1929, xciv, 710. 

Spontaneous rupture of a dermoid cyst of the ovary. 
Leckne, Brvot, and Bull. Soc. d’obst. et de 
gynéc. de Par., 1929, xviii, 118. 

A case of leiomyoma of the ovary. A. Barr. Ztschr. f. 
Geburtsh. u. Gynaek., 1929, xciv, 702. 

Report of a case of leiomyoblastoma and papillary cyst- 
oma of the ovary. I. F. Stein and B. Btoom. Am. J. 
Obst. & Gynec., 1929, xvii, 820. 

A new instrument for implantation of the ovary into the 
uterus. M. Zamascin. Vrac. Delo, 1928, ii, 826. 

Ovariotomy for a large ovarian cyst in a woman of sev- 
enty-three. W. Everett. Brit. M. J., 1929, i, 1039. 

Ovariotomy in women aged eighty-four and seventy- 
seven. H. B. Butier. Brit. M. J., 1929, i, 1039. 

Ovarian and testicular grafts. ” Bry. Bruxelles-méd., 
1929, ix, 447. 

A follicular section of the ovary and its effects; histo- 
physiological reactions of the uterine mucosa. HAMANT 
and MosincER. Bull. Soc. d’obst. et de gynéc. de Par., 
1929, XViii, 147. 


External Genitalia 


Skin diseases of the genitalia and diabetes mellitus. O. 
BokELMANN. Ztschr. f. Geburtsh. u. Gynaek., 1928, xciv, 
406. 

A unique variety of hymen. F. HerrMANN. Ztschr. f. 
Anat. u. Entwicklungsgesch., 1929, Ixxxviii, 784. 

A note on hematocolpos. A. SHARMAN. Brit. M. J., 
1929, i, 899. 327] 

Do cyclic changes occur in the vaginal mucosa? A. WAL- 
Ter. Zentralbl. f. Gynaek., 1929, p. 459. 

The formation of an artificial vagina from a loop of small 
bowel. I. Ropionov. Vestnik Chir., 1928, xiii, 342. 

A new method for repair of vesicovaginal and vesico- 
uterine fistula. A. Szenpy and E. SZENDY. Zentralbl. f. 
Gynaek., 1929, p. 549. 

The transperitoneal closure of vesicovaginal fistula. F. 
LecurEv. Surg., Gynec. & Obst., 1929, xIviii, 796. 

Urethrovesicovaginal fistula: a new operation for res- 
toration of the urethra. S. H. Harris. J. College Surg. 
Australasia, 1929, i, 390. 327] 

The treatment of vesicovaginal fistula by rectal trans- 
plantation of the ureters. J.C. Fraser. Indian M. Gaz., 
1929, Ixiv, 301. 


Miscellaneous 


Methods of examination and diagnosis in gynecology. J. 
Guyor. J. de méd. de Bordeaux, 1929, cvi, 102. 

The diagnostic value of roentgenograms of the pelvis, a 
contribution on the diagnosis of backache, and a contribu- 
tion on hysterosalpingography. M.SamueL. Fortschr. a. 
d. Geb. Roentgenstrahlen, 1928, xxxviii, 49. 

The diagnosis of virginity. L. WacuuoLz. Polska gez. 
Lek., 1928, ii, 893. 

The treatment of female sterility. R. AMERSBACH. 
Muenchen. med. Wchnschr., 1929, i, 15. 

A case of premature sexual maturity. M. SENDEL- 
Senpav. Nov. chir. Arch., 1928, xv, 540. 

Hemorrhages during the menarche. F. KERMAUNER. 
Wien. med. Wchnschr., 1928, ii, 1511. 328 

Menopausal bleeding. O. Franxt. Zentralbl. f. 
Gynaek., 1929, p. 9. 

The homology of menstruation. C.G. HARTMAN. 5; 
Am. M. Ass., 1929, xcii, 1992. 

A comparison of blood calcium levels between and during 
menstrual periods. E. ALLEN and H. C. GotptHorPE. Am. 
J. Obst. & Gynec., 1929, xvii, 789. 


INTERNATIONAL: ABSTRACT OF SURGERY 


Work productivity of seamstresses and female machin- 

ists during menstruation. K. Voronova. Moskov. med. 
» 1928, viii, 80. 

“Menstrual disturbances in pulmonary tuberculosis. P. 
Szanto. Tuberculose, 1929, ix, 37. 

Death from hemorrhage at the onset of menstruation in 
a twelve-year-old girlk M. Praut. Muenchen. med. 
Wcehnschr., 1929, i, 112. 

Amenorrhoea during and since the war. E. Grarr and 
J. Nowak. Zentralbl. f. Gynaek., 1929, p. 598. 

The treatment of amenorrhoea with hormovar. A. Ets- 
NER. Muenchen. med. Wchnschr., 1929, i, 150. 

The therapeutic uses of hormovar. B. Kriss. Zentralbl. 
f. Gynaek., 1929, p. 678. 

The treatment of dysmenorrhea. W.LtepMANN. Med. 
Klin., 1929, pp. 1, 195. 

Leucorrhea, a neglected symptom. C.H. Davis. Wis- 
consin M. J., 1929, xxviii, 247. 

The treatment of leucorrhoea, F. L. Payne. Am. J. 
Obst. & Gynec., 1929, xvii, 841. 

Curandra in the treatment of specific and non-specific 
—— K. Gries. Zentralb bh. f. Gynaek., 1929, p. 


‘The diagnosis of gonorrhoea i in the female. E. Tant. 
Bruxelles-méd., 1929, ix, 590. 

The difficulties in the management of gonorrhoea in em- 
ployed girls. O. Sprinz. Dermatol. Wchnschr., 1929, 
1, 311. 

Regurgitation of menstrual blood from one of double 
uteri caused by congenital atresia. E. ALLEN. Am. J. 
Obst. & Gynec., 1929, xvii, 868. 

Studies on the effect of cocaine and morphine on the 
vaginal cycle of the rat. A. Forster. Endocrinologie, 
1928, ii, 401. 

The relation between functional states of the sex organs 
in the female guinea-pig and the cell proliferation in the 
L. Lors and F. L. Haven. Anat. Record, 1929, 

iii, 1. 

Experimental hyperfeminism and its influence on the sex 
offspring. D.Gostimirovié. Biol. Zentralbl., 1929, 
xlix, 24. 

Gynecological psychotherapy. J. S: GaLant. Monat- 
sschr. f. Geburtsh. u. Gynaek., 1929, Ixxxi, 28. 

Our experiences with nitrous oxid anesthesia in gynecol- 
ogy and obstetrics. C. SCHROEDER. Deutsche med. 
Wchnschr., 1929, 1, 186. 

A study of local infiltration anesthesia in gynecology. 
A. TimorEJEV. Kazan. med. Z., 1928, xvi, 1013. 

The value of non-specific shock therapy in gynecology. 
S. LerpmMann. Monatsschr. ung. Mediziner, 1928, ii, 
420. 

The treatment of pelvic inflammation in women. W. H. 
Hattey. Colorado Med., 1929, xxvi, 179. 

The treatment of pelvic inflammations by diathermy. 
C. A. Rosinson. Brit. M. J., 1929, i, 1072. 

Urethral caruncle: report of two cases treated by radium. 
R. E. Loucks. Am. J. Roentgenol., 1929, xxi, 537. 

Strictures of the urethral meatus in the female. M. L. 
Boyp. J. Am. M. Ass., 1929, xcii, 2154. 

Four cases of tumors with extensive pelvi-abdominal 
development; partially or totally subperitoneal; tg ne 


of their extirpation. P. Bull. 
d’obst. et. de gynéc. de Par., 1929, xviii, 115. 
The biology of chorionic epithelioma. E. Frets. Zen- 


tralbl. f. Gynaek., 1929, p. 466. 
A case of chorionepithelioma malignum. J. Granzow. 
Ztschr. f. Geburtsh. u. Gynaek., 1929, xciv, 775. 
Experiences with radiological treatment of cancer in 
gynecology. J. Heyman. Proc. Roy. Soc. Med., Lond., 
1929, xxii, 801. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Pelvic eg} from the point of view of a general surgeon. 
L. ALLEN. N. England J. Med., 1929, cc, 1181. 

Pelvic surgery from a gynecological standpoint. W. P. 
Graves. N. England J. Med., 1929, cc, 1183. 


377 


Pelvic surgery from the viewpoint of an internist. W. 
Titeston. N. England J. Med., 1929, cc, 1187. 

Pelvic sympathectomy in the female. L. Aubert. Rev. 
méd. de la Suisse Rom., 1929, xlix, 65. 


OBSTETRICS 


Pregnancy and Its Complications 


The ninhydrin flocculation test for pregnancy. M. 
Davis. N. England J. Med., 1929, cc, 1297. 

A case of pseudopregnancy. P. SHARMA. 
Gaz., 1929, lxiv, 330. 

Pseudocyesis; a reeaibonstituaienl and clinical consider- 
ation. J.S. GaLant. Abhandl. Sex. forschg., 1928, v, 1. 

Double ae pregnancy. H. H. Harris. Virginia M. 
Month., 1929, lvi, 169. 

Simultaneous intra-uterine and extra-uterine pregnancy. 
E. TuuLin. Hygiea, 1929, xci, 1. 

A case of extra-uterine pregnancy of seven months’ du- 
ration. P. IvANov. Zurnal akuSerstva i zenskich bolez- 
nej, 1928, xxxix, 86. [329] 

Double uterine pregnancy; ampullar at the one side; 
isthmic on the other; total removal of the adnexa on the 
ampullar side, ablation of the isthmic portion of the oppo- 
site side followed by tubal uterine implantation. Fournter. 
Bull. Soc. d’obst. et de gynéc. de Par., 1929, xviii, 182. 

Tubal pregnancy operated upon at the eleventh month. 
BrucEas. Bull. et mém. Soc. nat. de chir., 1929, lv, 4209. 

Phlebitis of four limbs in the course of a ruptured extra- 
uterine pregnancy. Cotte. Bull. Soc. d’obst. et de gynéc. 
de Par., 1929, xviii, 53. 429 

Pregnancy secondary to tubal injection of lipiodol in a 
case of sterility. J. J. Snorck. Bruxelles-méd., 1929, ix, 


14. 

Tubal uterine implantation followed by pregnancy; 
labor at term. TAVERNIER and GoNNET. Lyon chir., 1929, 
XXVi, IOI. 

The obstetrical patient. C. H. Davis. N. Orleans M. & 
S. J., 1929, Ixxxi, 921. 

The simplification of obstetrical care. E. D. Piass. J. 
Iowa State M. Soc., 1929, xix, 158. 

Zangemeister and the question of pregnancy carried 
beyond term. J. Fricrst and H. SELtuEem. Zentralbl. f. 
Gynaek., 1920, p. 269. 

Objective signs of the eighth month of pregnancy. B. A. 
Lisow. Arch. f. Gynaek., 1929, cxxxv, 467. 

Personal observations on the physiology of the pregnant 
uterus freed from its spinal connections; section or extir- 
pation of the cord. J. Ducutnc. Bull. Soc. d’obst. et de 
gynéc. de Par., 1929, xviii, 179. 

Habitual abortion. Case report. L. Linn. Polska gaz. 
lek., 1928, ii, 933. 

Indications for cesarean section. L. Kraut. Wien. klin. 
Wehnschr., 1928, ii, 1753. 

A case of torsion of a fallopian tube and ovary during 
pregnancy. V. B. G. ArmytaGE. J. Obst. & Gynec. Brit. 
Emp., 1929, xxxvi, 87. (329 

Puncture wounds of the pregnant uterus. N. Vostrikov. 
Vraé. Delo, 1928, ii, 828. 

Salpingitis and beginning pregnancy; salpingectomy. 
FRUHINSHOLZ, HAMANT, and MOosINGER. Bull. Soc. d’obst. 
et de gynéc. de Par., 1929, xviii, 150. 


Indian M. 


Uterine gangrene. R. Ketter. Bull. Soc. d’obst. et de 

gynéc. de Par., 1929, xviii, 158. 
Decidual formation on the peritoneal surface of the 
st. & Gynec., 
[330] 


gravid uterus. 


J. HoFBAvER. 
1929, xvii, 603. 


Am. J. Ob 


Necrosing fibroma inserted upon the lower segment; 
cesarean section followed by hysterectomy. M. SurEAu 
and A. Jos. Bull. Soc. d’obst. et de gynéc. de Par., 1929, 
XViii, 131. 

Marmaduke B. Wright and cephalic version. H. Tuoms. 

Am. J. Obst. & Gynec., 1929, xvii, 814. 

A deformed human embryo of the first month. G. 
and H. STERNBERG. Frankfurt. Ztschr. f. 
Path., 1929, xxxvii, 174. 

A deformed human embryo of four weeks. G. PoLitzeR 
and H. STERNBERG. Wien. klin. Wehnschr., 1928, ii, 1195. 

A human monster of the fourth week. H. E. Jorpan, 
Virginia M. Month., 1920, Ivi, 180. 

The metabolic exchange between the placenta and the 


mother’s blood. S. Jessen. Zentralbl. f. Gynaek., 1928, 
p. 2406. 330 
Uterine rupture and placenta previa. A. VAN Cav- 


WENBERGHE. Bruxelles-méd., 1929, ix, 426. 
Uterine rupture following attempted abortion. M. 
Georcescu and V. Ionescu. Rev. de chir., 1929, xxi, 


Two cases of perforation of the posterior portion of the 
cervical canal in the course of attempted criminal abortion. 
Datfas. Bull. Soc. d’obst. et de gynéc. de Par., 1929, 
xviii, 162. 

Neurological symptoms in the pregnant woman. C. W. 
Burr. Am. J. Obst. & Gynec., 1929, xvii, 653. [331] 

Brain tumor and pregnancy. W. BickeNnBaAcu. Zentralbl. 
f. Gynaek., 1929, p. 422. 

Is keratoconus an indication for the interruption of 
pregnancy? Medical, legal, and eugenic viewpoints. M. 
Hirscu. Zentralbl. f. Gynaek., 1929, p. 600. 

The thyroid during pregnancy and the Reid Hunt 
reaction. R. Bruen. Klin. Wchnschr., 1929, i, 254. 

The treatment of the cedema of pregnancy with thyroid 
extract and the avoidance of eclampsia. E. BArczt. 
Zentralbl. f. Gynaek., 1929, p. 209. 

The influence of dengue upon pregnancy and _ labor. 
E. Hitzanwis. Bull. Soc. d’obst. et de gynéc. de Par., 
1929, xviii, 133. 

The vomiting of pregnancy. R. J. Crossen. J. Missouri 
State M. Ass., 1929, xxvi, 271. 

The prognosis and the indications for the interruption of 
pregnancy in hyperemesis gravidarum. T. HeyNeMANN. 
Zentralbl. f. Gynaek., 1928, p. 2417. 

Death from hyperemesis gravidarum. H. Rupr. Zen- 
tralbl. f. Gynaek., 1929, p. 705. 

Cholecystography as an aid in determining gall-bladder 
stasis in pregnancy. S. J. Focrison. Am. J. Obst. & 
Gynec., 1929, xvii, 613. [331] 

The kidney of pregnancy. W. NoNNENBRUCH. Zentralbl. 
f. Gynaek., 1929, p. 514. 

The etiology of pyelitis in pregnancy. 
Am. J. Surg., 1929, vi, 774. 

The function of the ureters during gestation. Contribu- 
tion on the pathogenesis of pyelitis gravidarum. R. BENDA. 
Zentralbl. f. Gynaek., 1929, p. 532. 

Pyelitis of pregnancy; a case of the pyelohepatic syn- 
drome recurring in two successive pregnancies. 
Fruuinsuorz. Bull. Soc. d’obst. et de gynéc. de Par., 
1920, XViii, 141. 


I. E. 


378 


The etiology of the toxicoses of pregnancy. P. C. T. 
VAN DER HorveN. Nederl. Maandschr. v. Geneesk., 1929, 
XV, 

Liver extract in the toxemia of pregnancy. A. M. 
MENDENHALL and D. L. Smiru. J. Am. M. Ass., 1929, 
xcii, 2000. 

The relation between recurrent albuminuria, chronic 
nephritis, and toxemia of pregnancy. G. F. Grpperp. 
Brit. M. J., 1929, i, 674. [331] 

Studies of the non-protein nitrogen, uric acid, and amino 
acids in the blood of pregnant and recently delivered 
women suffering from albuminuria, eclampsism, or eclamp- 
sia. P. WeTrerDAL. Acta obst. et gynec. Scand., 1928, 
vii, 275. [331] 

Labor and Its Complications 


The induction of premature labor by means of the 
stomach tube. Firzceratp. N. Zealand M. J., 1929, 
XXViii, 157. 

Delmas’ procedure; rapid extemporaneous evacuation 
of the pennant uterus at term. E. M. pe Torres. Presse 
méd., Par., 1929, xxxvii, 284. 

My experience with the method of Delmas. V. Lr 
Lorirr. Rev. franc. de gynéc. et d’obst., 1929, xxiv, 1. 

[332 

Anwsthesia in obstetrics. F. W. Lyncu. Anes..& Anal., 
1929, Viii, 188. 

Our experiences with obstetrical anesthesia by Gwath- 
mey’s method. K. Hettmutu. Schmerz, 1929, ii, 185. 

Spinal anesthesia in uterine dilatation. Binet. Bull. 
Soc. d’obst. et de gynéc. de Par., 1929, xviii, 148. 

Spinal anwsthesia in obstetrics. M. Curvar. Bruxelles- 
méd., 1929, ix, 619. 

The management of weak labor pains with thymophysin. 
I’. Demutu. Zentralbl. f. Gynaek., 1929, p. 612. 

The induction of labor by Stein’s method. M. Wipera. 
Zentralbl. f. Gynaek., 1929, p. 403. 

Rapid delivery by manual dilatation of the cervix under 
spinal anwsthesia for tuberculous laryngitis. V. CaTHALA. 
Rev. franc. de gynéc. et d’obst., 1929, xxiv, 20. [332] 

Some observations on dystocic deliveries under spinal 
anesthesia. M. Metzcer. Rev. franc. de gynéc. et d’obst., 
1929, XXiV, 14. [332] 

Sedatives in labor, particularly twilight sleep. J. S. 
FArrsairn. Brit. M. 1920, 1, 753. [332] 

a labor. W. Jounstone. Brit. M. J., 1929, i, 


Obstructed labor due to an ovarian cyst. H. F. Biack- 
LEE. Brit. M. J., 1920, i, 1118. 

A contribution on ergot. H. GuGcIsBerG. Zentralbl. f. 
Gynaek., 1929, p. 578. 

The obstetrical dynamics of a new preparation obtained 
from the posterior lobe of the hypophysis. J. L. Wopon. 
Bruxelles-méd., 1929, ix, 576. 

Preserving the pelvic floor during labor. R. A. GLLus. 
West Virginia M. J., 1929, xxv, 330. 

Reflections upon the protection of the perineum. R. 
KeLiER. Bull. Soc. d’obst. et de gynéc. de Par., 1929, 
xviii, 157. 

An aid to determination of the condition of the fetal 
heart during labor. J. L. Barr. J. Am. M. Ass., 1929, 
xcii, 2169. 

The conduct of breech presentations during labor. 
Faucrre. J. de méd. de Bordeaux, 1929, cvi, 129. 

High Kjelland forceps for face presentation. A. Man- 
DELSTAMM. Zentralbl. f. Gynaek., 1929, p. 697. 

Obstetrical forceps of the Russian school; 826 cases in 
which the Lazarevic-Fedorov forceps were used.  V. 
Brzezinsky. Zurnal akuSerstva 1 Zenskich boleznej, 
1928, XXxix, 5. [332] 


INTERNATIONAL ABSTRACT OF SURGERY i 


Hyperacute pulmonary cedema occurring in labor. P. 
W. Rice and L. Oprr. Med. J. Australia, 1929, i, 744. 

Some cases of partial symphyseotomy. RupaAux and 
DESNOYERS. Bull. Soc. d’obst. et de gynéc. de Par., 
1929, Xviii, 125. 

A case of pubiotomy for an impacted face presentation. 
AupEBERT and GAty-GaspaArrou. Bull. Soc. d’obst. et de 
gynéc. de Par., 1929, xviii, 166. 

A case of pubiotomy for contraction of the pelvis. 
AupeBert and E. Estienny. Bull. Soc. d’obst. et de 
gynéc. de Par., 1929, xviii, 166. 

Hemostasis by means of medical preparations in obstet- 
rics and gynecology. W. LiepMANN. Deutsche med. 
Wcehnschr., 1929, i, 96. 


Puerperium and Its Complications 


The importance of —— maternal care. D. MILLER. 
Brit. M. J., 1929, i, 7 [333] 

An unusual knot a the umbilical cord. C. O. McCor- 
mick. J. Indiana State M. Ass., 1929, xxii, 245. 

The prolonged retention of placental remnants. J. R. 
Tritscu. Am. J. Surg., 1929, vi, 770. 

Late puerperal hemorrhages. 'S. BECKMANN. Zentralbl. 
f. Gynaek., 1929, p. 391. 

Partial placental retention postpartum with late 
hemorrhagic and infectious manifestations; curettage; 
recovery. A. Mfénacufé and L. Moprano. Bull. Soc. 
d’obst. et de gynéc. de Par., 1929, xviii, 168. 

Hemorrhage on the sixth day postpartum and severe 
infection from placental retention; curettage; thrombo- 
phlebitis; death on the fifty-fifth day. E. Estienny and 
Rripat. Bull. Soc. d’obst. et de gynéc. de Par., 1929, xviii, 
170. 

Disinfection of the uterus by intermittent irrigation 
with lactic acid cultures; presentation of an irrigator-drain. 
Bertrovu. Bull. Soc. d’obst. et de gynéc. de Par., 1929, 
xviii, 174. 

Bone marrow stimulation in the puerperal woman by 
injection of pituitrin and intravenous glucose, and its 
clinical application. J. Horsaver. Am. J. Obst. & 
Gynec., 1929, xvii, 761. 

Puerperal morbidity at the Greenpoint Hospital. D. 
Kupersten. Am. J. Obst. & Gynec., 1929, xvii, 865. 

Right hemiparesis with transitory aphasia postpartum. 
A. Fruntnsuoiz and L. Corni. Bull, Soc. d’obst. et de 

gynéc. de Par., 1929, xviii, 145. 

Infection in the puerperium, with an analysis of 8,000 
cases. IF’. L, Apatr and L. J. Tiser. Am. J. Obst. & 
Gynec., 1929, xvii, 559. 

Puerperal septicemia, bacteremia, or blood-stream 
infection. T. E. Vass. West Virginia M. J., 1929, xxv, 354. 

Pneumococcal septicemia during the puerperium. 
Nrxon and H. D. Wricut. Lancet, 1929, ccxvi, 1242. 

The modern treatment of puerperal infection. J. 
Anp&éropias. J. de méd. de Bordeaux, 1929, cvi, 95. 

Calcium therapy for septic processes following labor and 
abortion. M. Serpjukov. Vrat. Delo, 1928, ii, 379. 

Is surgical intervention justifiable in the treatment of 
metrophlebitis and thrombophlebitis of the pelvic veins? 
J. O. Potak. Am. J. Obst. & Gynec., 1929, xvii, 467. [334] 

A case of puerperal gangrene. W. J. Stevens. Canadian 
M. Ass. J., 1929, XX, 642. 


Newborn 


The newborn infant. R. M. Tyson. 
J., 1929, xxv, 328. 

A case of conjoined twins. M. Witkin. Brit. M. J 
1929, i, 1117. 


West Virginia M. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Resuscitation of the asphyxiated newborn. A. MATHIEU 
and A. Hotman. J. Am. M. Ass., 1929, xcii, 1917. 

The treatment of birth fractures. D. Gorpon. Am. J. 
Surg., 1929, vi, 768. 

Combating the death rate of the newborn by advances 
in obstetrics. M. Hirscu. Deutsche med. Wchnschr., 
1929, i, 138. 

A preliminary investigation of fetal deaths following 
quinine induction. W. J. Ditinc and A. A. GEMMELL. 
J. Obst. & Gynec. Brit. Emp., 1929, xxxvi, 

A further contribution on birth palsies. 
Ztschr. f. orthop. Chir., 1929, li, # 

Hemophilia in the newborn. J. L 
J., 1929, i, 994. 

he prognosis in cases of survival of intracranial hem- 
orrhage of the newborn. E. RypBerc. Acta obst. et 
gynec., Scand., 1928, vii, 1 323 [334] 

Umbilical erysipelas cured by propidex. Datfas. Bull. 
Soc. d’obst. et de gynéc. de Par., 1929, xviii, 165. 

The pathogenesis of icterus neonatorum. G. LENART. 
Klin. Wchnschr., 1928, vii, 1137. 

The incidence of congenital syphilis among dependent 
children. H. H. Jenks and J. D. Donnetty. Am. J. Dis. 
Child., 1929, xxxvii, 1198. 


352. 
B. VALENTIN. 


. BLONSTEIN. Brit. M. 


Miscellaneous 


The future of obstetrics, with special reference to the 
development of a maternity service. FE. F. Murray. 
Edinburgh M. J., 1929, xxxvi, 89. 

New orientations in obstetrics. M. HENKEL. Zentralbl. 
f. Gynaek., 1929, p. 2. 


379 


Midwifery notes. JeLtetr. N. Zealand M. J., 1920, 
Xxviii, 166. 

A scheme of maternity service co-ordinating antenatal, 
domiciliary, and hospital treatment. J. Younc. Edin- 
burgh M., J., 1929, xxxvi, 95. 

A report of the obstetrical cing gy on the State serv- 
ice for 1928. P. M. Woov. Am. J. Surg., 1929, vi, 765. 

Ovarian function, pregnancy, lactation, and gastric 
secretion. S. O. BapyLkEs. Ztschr. f. d. ges. exper. Med., 
1920, lxiv, 150. 

Is the Lenaposaibilieg of direct transmission of syphilis 
from father to J. Atmkvist. Wien. klin. 
Wcehnschr., 1920, 

Birth of a heaithy. Child following malarial treatment of 
the mother for specific paralysis (mother cured). P. 
STRASSMANN. Ztschr. f. Geburtsh. u. Gynaek., 1929, xciv, 
828, 855. 

Three times repeated cesarean section followed by sub- 
total hysterectomy; histologicai study of the cicatrix. F. 
FournteR. Bull. Soc. d’obst. et de gynéc. de Par., 1929, 
xviii, 185. 

Spontaneous rupture of the uterus in the scar of a cer- 
vical cesarean section and other sequel of this operation. 
H. Doerrier. Muenchen. med. Wcehnschr., 1929, i, 


327. 


An improved anal shield. L. A. Camppett. Am. J. 
Obst. & Gynec., 1929, xvii, 873. 
A new obstetrical bed. A. C. Witttamson. Am. J. 


Obst. & Gynec., 1929, xvii, 875. 

The problem of the decline of the birth rate, its causes 
and consequences. H. Peters. Wien. med. Wchnschr., 
1929, i, 47. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


Some recent observations on adrenal function. S. W. 
Britton. Virginia M. Month., 1929, lvi, 143. 

The influence of the adrenal upon the function of the 
kidney; the addisonian nitrogen retention syndrome. J. J. 
Mozer. Presse méd., Par., 1929, xxxvii, 156. 

The radiobiology and ’ radiotherapy of the adrenal 
glands. A. ZimMMERN and J. Baupe. Presse méd., Par., 
1929, XXXVii, 297. 

A contribution to the study of therapeutic action of 
irradiation of the adrenal region in arterial hypertension 
and obliterating arteritis. L. LANGERON and 
Presse méd., Par., 1929, Xxxvii, 299. 

Adenoma of the suprarenal gland with hypertension. E. 
G. Faser. Colorado Med., 1929, xxvi, 178. 

The hypertensive adrenaloma. H. Vaquez, E. Donze- 
G£RAUDEL. Presse méd., Par., 1929, xxxvii, 


Fine X-ray examination of the kidney pelvis. ANDERSON. 
N. Zealand M. J., 1929, xxviii, 149. 

The es time of the kidney pelvis. E. L. Perrson, 
Jr. N. England J. Med., 1929, cc, 959. [335] 

ae rtance of modern technique i in correct renal diagno- 

>. H. Cuetwoop. Surg. Clin. N. Am., 1929, ix, 573. 

“adios kidney. A. R. THompson. Guy’s Hosp. Rep., 
Lond., 1929, Ixxix, 207 [335] 
Horseshoe kidney. K. R. Toompson. Guy’s Hosp. Rep., 
Lond., 1929, Ixxix, 201. [335] 

Bilateral renal ectopy. ScuiLtincs. Arch. d. mal. d. 
reins et d.organes genito-urinaires, 1929, iii, 547. 

Pyelography. J. B. MAcaLpPINE. Lancet, 1929, ccxvi, 
1160. 


The technique and value of dimensional visualization 

of rif apo GRAUHAN. Verhandl. d. deutsch. Gesellsch. 
chir., 1929 

The ‘utility of cystoscopy and pyelography in is 
differential diagnosis of abdominal tumefaction. 
MASONHEIMER. Pennsylvania M. J., 1929, xxxii, 612. 

The arterial supply of the congenital lycystic kidney 
and its relation to the clinical picture. eA. RITTER and 
G. Barner. J. Urol., 1929, xxi, 583. [335] 

The value of pyelo-ureterography in diagnosis of retro- 
peritoneal tumors. L. CHavkin. Vopr. Onkol., 1928, vii, 31. 

A study of the nature of the urea concentration test and 
its value as a test of renal function. M. M. WintRose. 
J. Lab. & Clin. Med., 1929, xiv, 848. 

The present status of renal function tests. A study in 
the quantitative measurement of renal function under the - 
administration of urea. H. Koruier. Deutsche Ztschr. 
Chir., 1928, ccxi, 36. 

The phenolsulphonephthalein test of a single kidney in 
experimental tuberculosis. I’. De Rom. J. d’urol. méd. et 
chir., 1928, xxvi, 521. [33 

The clinical value of the ammonia coefficient. M. 


PoLonovski and P, BOULANGER. Presse méd., Par., 1929, 
XXXVii, 387. 
Effect of decapsulation on kidney function. P. Siwor- 


ENKO. Proc. 2nd Russian Urol. Cong., Leningrad, 1927. 

Clinical and physicochemical study of a case of anuria 
due to mercurial poisoning treated by renal unilateral 
decapsulation. M. R. Turpin, S. Laurent, and M. C. O. 
GUILLAUMIN. Presse méd., Par. ., 1929, XXXVii, 201. 

The effect of operative procedures for nephrolithiasis and 
nephroptosis upon renal function. N. SMIRNOv. Proc 
2nd Russian Urol. Cong., Leningrad, 1927. 


380 


Uronephrosis. V. M18. Nov. chir. Arch., 1928, xvi, 192. 
Hydronephrosis due to an anomalous blood vessel. S. G. 
LeNzNER. Rhode Island M. J., 1929, xii, 94. 
Perirenal suppuration. C. W. Bonney. Pennsylvania 
J., 1929, xxxii, 615. 
Painful nephritis. From the Urological Division of the 


Memorial Hospital, Leningrad. A. Vasttév. Proc. 2nd 
Russian Urol. Cong., Leningrad, 1927. 
The surgical treatment of nephritis. V. Gora’. Proc. 


znd Russian Urol. Cong., Leningrad, 1927. 

The surgical treatment of nephritis. I. IScenko. Proc. 
znd Russian Urol. Cong., Leningrad, 1927. 

Pyelitis in infancy. Ha.pern. Clin. Med. & Surg., 
1929, XXXvi, 390. 

Some results of the treatment of inoperable tuberculosis 
with Vaudremer’s vaccine. M. Larcet, J. P. LAMARE, 
and E. Moreau. J. d’urol. méd. et chir., 1928, xxvi, 

336 


56. 

The effect of paranephritic abscess on the renal func- 
tion. P. HeLrer. Proc. 2nd Russian Urol. Cong., Lenin- 
grad, 1927. 

Renal stones following blunt trauma to the kidney. A. 
Roseno. Ztschr. f. ucol. Chir., 1929, xxvi, 52. 

Renal and ureteric stone formation. A. R. THompson. 
Guy’s Hosp. Rep., Lond., 1929, Ixxix, 173. [336] 

The frequency and character of hematuria in nephro- 
lithiasis. Bropskiy. Nov. chir. Arch., 1928, xvi, 553. 

Conservative surgery in renal lithiasis. B.S. BARRINGER. 
Am. J. Surg., 1929, vi, 777. 

Echinococcus cysts of the kidney: report of a case. M. 
ME tzeR. J. Am. M. Ass., 1929, xcii, 1925. 

Calcified hydatid cyst of the right kidney. Bressor. 
Lyon chir., 1929, xxvi, 73. 

Tumors of the kidney. B. H. Nicuors. Am. J. 
Roentgenol., 1929, xxi, 582. 

Resection of the kidney. A. J. Scuoty. Bruxelles-méd., 
1929, ix, 420. 

A comparative study of the intravesical ureters (uretero- 
vesical valves) in man and in experimental animals. C. 
M. Gruser. J. Urol., 1929, xxi, 567. 

Retrograde ureterography in a case of anuria due to 
uterine cancer. M. Curvassu. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 419. 

The use of laminaria tents mounted on a ureteral cathe- 
ter to dilate the lower ureter. M. Cuevassu and P. Lazarp. 
J. @urol. méd. et chir., 1928, xxvi, 543. [337] 

Ureteral obstruction in infancy: a clinicopathologic study 
of seventy-four cases. M. F. and J. D. Lyre. 

. Am. M. Ass., 1929, xcii, 544. [337] 

Functional disturbance due to ureteral kinking, a typical 
disease picture. RumpeL. Verhandl. d. deutsch. Gesellsch. 
f. Chir., Berlin, 1929. 

A ureteral blood cast. H. H. Wear. Colorado Med., 
1929, XXVi, 219. 

Uretero-enteroventral fistula. F. W. RANkIN and C. 
Mayo, 2nd. Ann. Surg., 1929, Ixxxix, 669. [337] 

Cystic dilatations of the lower ureters and their present- 
day treatment. E. Senkevit. Nov. chir. Arch., 1928, 
Xiv, 243. 

Experimental ligation of one ureter, with simultaneous 
decapsulation of the kidney on the same side. J. A. 
ABERCROMBIE and P. Noten. South M. J., 1929, xxii, 535. 

Extraperitoneal transplantation of the ureter into the 
rectum by the method oF Bergenhem. D. LeMBERG. Proc. 
2nd Russian Urol. Cong., Leningrad, 1927. 


Bladder, Urethra, and Penis 


A new cystoscope for routine use. D. M. Davis. J. Urol., 
1929, 729. 


INTERNATIONAL ABSTRACT OF SURGERY 


A simple method for removing blood clots from the 
urinary bladder. T. M. Davis. J. Am. M. Ass., 1929, 
xcii, 2168. 

A case of hour-glass bladder. P. Gexzovsxtj. Nov. chir. 
Arch., 1928, xvi, 423. 

A new diagnostic aid in suspected extraperitoneal 
bladder rupture. V. R. SrepHens and W. J. VYNALEK. 
J. Am. M. Ass., 1929, xcii, 1833. 

Vesical infection with trichomonas vaginalis. J. W. 
VisHER. J. Am. M. Ass., 1929, xcii, 2098. 

A contribution to the study of vesical bilharziasis. 
Bernarp. Arch. d. ae d. reins et d. organes genito- 
urinaires, 1929, iii, 496 

Leucoplakia of the bladder and diverticulum resembling 
a carcinoma. A. R. Stevens. J. Urol., 1929, xxi, 689. 

Bladder stones in women. A. Majanz. Proc, 2nd 
Russian Urol. Cong., Leningrad, 1927. 

Seventy-six cases of vesical calculi in children. BALACESco, 
Bull. et mém. Soc. nat. de chir., 1929, lv, 322. 

Artificially-produced bladder stones. WeBER. Verhandl. 
d. deutsch. Gesellsch. f. Chir., 1929. 

Tumors of the bladder. A. a Proc. 2nd Rus- 
sian Urol. Cong., Leningrad, 19 

Tumors of the bladder. W. Nebraska State 
M. J., 1929, xiv, 224. 

‘Twenty- three cases of carcinoma of the bladder treated 
by radium. A. C. Morson. Brit. M. J., 1929, i, 1038. 

Suprapubic cystotomy under local anesthesia. R. C. 


Becc and G. F. V. an. Surg., Gynec. & Obst., 1929, 
xlviii, 799. 
Total extirpation of the urinary bladder. S. Makst- 


movic. Proc. 2nd Russian Urol. Cong., Leningrad, 1927. 

A case of total cystectomy, with investigations on urinary 
secretion. H. I. Matster, W. H. Octtvir, and M. S. 
Pemsrey. Guy’s Hosp. Rep. Lond., 1929, Ixxix, 220. [337] 

Rupture of the urethra. A. C. Assorr. Canadian M. 
Ass. J., 1929, Xx, 634. 

The treatment of complete rupture of the posterior 
urethra, recent or ancient, by anastomosis. H. H. Youn. 
J. Urol. +» 1920, xxi, 417. [ 

The etiology in some types of chronic urethritis. A. L. 
Firzporter. J. Missouri State M. Ass., 1929, xxvi, 277. 

Suppurative cowperitis. C. D. Donanus. Northwest 
Med., 1929, xxviii, 272. 

Urethroperitoneal fistula; their diagnosis and treatment. 
A. Hercé and A. Bonnet. Arch. d. mal. d. reins et d. 
organes genito-urinaires, 1929, lii, 530. 

Erosions of the urethra and their prevention. A. L. 
ScHERBAK. Zentralbl. f. Gynaek., 1929, p. 544. 

Complete congenital obliteration of the corpora s 
giosum of the urethra. C. Lepoutre. Arch. d. ma’ 4 
reins et d. organes genito-urinaires, 1929, iii, 539- 

Proof of the impossibility of cauterizing the urethral 
glands through the urethroscope. E. W. Hirscu. J. Urol., 
1929, xxi, 523. 

Reformation of the sphincter of the urethra in the female 
with the aid of the rectus muscle of the hip. J. MaplER 
Bull. et mém. Soc. nat. de chir., 1929, lv, 198. 

Carcinoma of the penis, treated by thermo-electro- 
coagulation. B. C. Corpus. Am. J. Surg., 1929, vi, 816. 

The successful management of an unsuccessfully ir- 
radiated and inoperable carcinoma of the penis with 
extensive glandular metastases, by means of electrocoagu- 
lation and vaccines. Krysser and Busse. Verhandl. d. 
deutsch. Gesellsch. f. Chir., 1929. 


Genital Organs 


A new method of treating impotence_on the part of 
1928, X, 1006. 


the male. M, VAKULENKO, Kazan med. Z 


BIBLIOGRAPHY OF CURRENT LITERATURE 


A case of pseudohermaphrodism, with operation for 
undescended testes. E. W. Hirscu and T. G. Jones. 
J. Am. M. Ass., 1929, xcii, 2018. 

Pseudohermaphroditismus masculinus. 
Surg. Clin. N. Am., 1929, ix, 535. 

Treatment of gonorrhoea by saline irrigations. L. B. 
CrarKE. J. Roy. Army Med. Corps, Lond., 1929, lii, 436. 

Unusual symptoms due to enlargement of the prostate. 
G. G. Turner. Brit. M. J., 1929, i, 233. [338 

The treatment of urinary retention following prostatic 
disease by means of diathermy. J. G. Remijnse. Nederl. 
Tijdschr. v. Geneesk., 1928, Ixxii, 2540. 

The formation of a so-called fore bladder in tuberculosis 
of the prostate. BormincHaus. Verhandl. d. deutsch. 
Gesellsch. f. Chir., 1929. 

The pre-operative care of patients with prostatic 
disease. A. P. Cote. J.,Med., Cincinnati, 1929, x, 170. 

Resection of prostate gland obstructions with Stern’s 
resectoscope equipment. T. M. Davis. South M. J., 1929, 
xxii, 528. 

Regional anesthesia for prostatectomy. R. B. Drury, 
P. D. Scortetp, and R. E. KricBaum. Ohio State M. J., 
1929, Xxv, 460. 

Torsion of the spermatic cord. R. P. ROAnrTREE. 
California & West. Med., 1929, xxx, 313. 

Radiography of a calcified tuberculous seminal vesicle; 
pelvic radiography of the “open pelvis.” M. Cuevassu. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 419. 


W. Martin. 


381 


Pseudocysts of the tunica vaginalis propria testis. H. 
H. Wottnem. Ztschr. f. urol. Chir., 1929, xxvi, 66. 

A case of seminoma developing in the testis in abdominal 
ectopy. L. Mass& and R. Traissac. J. de méd. de Bor- 
deaux, 1929, cvi, 290. 

Recurrence of a seminoma of the testis arrested in its 
clinical evolution for two years. J. BERGER. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 276. 

Metastasis from a cystic tumor of the testis. 
BoULES. Lyon chir., 1929, xxvi, 125. 

The demonstration of a simple hydrocele operation. 
Boir. Zentralbl. f. Chir., 1929, p. 631. 

Scrotal dressing. T. STELLWAGEN. Ann. Surg., 1929, 
Ixxxix, 954. 


Cour- 


Miscellaneous 


A series of charts for recording clinical and laboratory 
examinations in urological cases. Presentation of cases 
depicting the use of these charts. H. H. Younc and W. P. 
Dipuscn. J. Urol., 1929, xxi, 645. 

The significance of lower urinary tract findings in upper 
urinary tract diseases. J. M. CuLLIGAN. Minnesota Med., 
1929, xii, 369. 

Care in catheterization. J. A. Puttporr. Colorado Med., 
1929, xxvi, 218. 

Handbook of urology: A. von LICHTENBERG, F. 
VoELCKER, and H. Winpsotz. Vol. II. General urology. 
Part 2. General urological diagnosis, technique, and 
therapy. 1929: Berlin, Springer. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 'TENDONS 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. : 


The pathology of function. BArTzNER. Verhandl. d. 
deutsch. Gesellsch. f. Chir., 1929. 

Rare diseases of the organs of locomotion. J. Srrrt and 
S. SktovskajaA. Vrat. Delo, 1928, ii, 822. 

The normal and abnormal origin, growth, and repair of 
bone. E. J. Carey. Wisconsin M. J., 1929, xxviii, 254. 

Bone metabolism. Brept. Ztschr. f. orthop. Chir., 
1929, li, 42. 

Idiopathic osteopsathyrosis. Froscu. Ztschr. f. orthop. 
Chir., 1929, li, 246. 

Acute bony atrophy. Brcx. Ztschr. f. orthop. Chir., 
1929, li, 12, 54. . 

Bone atrophy following openly mobilized joints. 
Hackensrocu. Ztschr. f. orthop. Chir., 1929, li, 112. 

Acute bony aoe in roentgen pictures. GRASHEY. 
Ztschr. f. orthop. Chir., 1929, li, 38, 54. 

Some cases of hereditary exostosing disease. E. APERT 
and Peytavin. Bull. et mém. Soc. méd. d. hop. de Par., 
1929, xlv, 346. 

Central diseases of bone. 
Chir., 1929, p. 534. 

Osteomyelitis. F. E. RoGrers. Colorado Med., 1929, 
xxvi, 165. 

Acute osteomyelitis. H. A. GAmBie. N. Orleans M. & 
S. J., 1929, lxxxi, 893. 

The conservative management of acute osteomyelitis. 
E. J. HarNaAGEL. J. Iowa State M. Soc., 1929, xix, 163. 

rare case of osteomyelitis. G. Fiscuer. Verhandl. d. 
deutsch. Gesellsch. f. Chir!, 1929. 

Fibrous hemorrhagic osteitis with an invading course. A. 
Movcuet and C. RoEDERER. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 411. 


H. Coenen. Zentralbl. f. 


Syphilis of the bones. J. J. Peters. J. Nat. M. Ass., 
1920, xxi, 48. 

‘ Severe bone syphilis. A. Acnunpov. Venerol., 1928, p. 
80, 

Regarding primary abscess of the bones. J. PiquET 
and G. Cyssau. Rev. de chir., Par., 1928, xlvii, 647. 

Bone and cartilage tumors. R. GoLoporopko. Vestnik 
Chir., 1928, xiii, 76. 

Giant cell bone tumors. P. Frepet. Bull. et mém. Soc. 
nat. de chir., 1929, lv, 271. 

Summary of recent work on bone tumors. W. H. 
Ocitvie. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1059. 

Sarcoma of the long bones. Clinical lecture on end- 
results. W. B. Cotey. Surg. Clin. N. Am., 1929, ix, 583. 

Comparison of the late results of bone and cartilage 
transplantation. V. GorBuNow. Vestnik Chir., 1928, xiii, 
71. 
Four cases of juvenile osteochondrodystrophy. _ S. 
Jocnetsoun. Vestnik Chir., 1928, xv, 193. 

Multiple osteocartilaginous exostoses with neurological 
manifestation; case report. J. V. Sanros. J. Bone & 
Joint Surg., 1929, xi, 260. [339] 

The so-called Ollier developmental disturbance. J. G. 
CuRYSOSPATHES. Ztschr. f. orthop. Chir., 1929, li, (333) 

Posttyphoidal diseases of cartilage. S. STRELKOV. 
Perm. med. Z., 1928, vi, 63. 

A clinical study of the necrosing osteochondropathies 
of the Koehler type. P. Carenxo. Vestnik Chir., 1928, 
xiv, 60. 

A case of chondromatosis with multiple localizations. J. 
Huser and W. Advenier. Bull. et mém. Soc. méd. d. hop. 
de Par., 1929, xlv, 371. 

Chronic joint diseases and their operative treatment. 
H. Burcxnwarpt. Vestnik Chir., 1928, xv, 161. 


382 


Acute arthritis. C. F. A. Koc. Nederl. Tijdschr. v. 
Geneesk, 1928, lxxii, 2039. 

A clinical contribution on rare types of chronic arthritis 
in children. L. Vinokurov and G. Levy. Odesskij med. 
Z., 1928, iii, 575. 

Tuberculous diseases of the joints; a case of Poncet’s 
disease. H. Kuprerscuky. Klin. Wchnschr., 1928, vii, 


Gonorrhceal arthritis cured by autovaccine and dia- 
thermy. AUDEBERT and PLANQuES. Bull. Soc. d’obst. et 
de gynéc. de Par., 1929, xviii, 176. 

Stubborn gonorrhceal osteoarthritis; surgical treatment; 
clinical result. JEANNENEY and Foucautt. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 313. 

Syphilitic juxta-articular nodes. T. Atrev. Venerol., 
1928, p. 740. 

The etiology of Kasin-Beck’s disease. (Arthritis de- 
formans endemica in the Transbalkans). V. Sreacev. 
Zborn. trudov Irkutskogo Univ., 1928, xiv, 109. 

Benign xanthomatic giant-cell tumors of joint capsule. 
FRANGENHEIM. Verhandl. d. deutsch. Gesellsch. f. Chir., 
1929. 

Acquired contractions. 
1928, vii, 44. 

Muscular torticollis. HouMANN. Ztschr. f. orthop. Chir., 
1929, li, 116, 173. 

Histological findings in the muscles in old cases of polio- 
myelitis. I. Koprrs. Ztschr. f. orthop. Chir., 1929, li, 236. 

Muscle atrophy. PRoEBsTER. Ztschr. f. orthop. Chir., 
1929, li, 55. 

A case of luetic myositis of the calf. O. Gar§. Klin. 
Med., 1928, vi, 778. 

An intramuscular lipoma. U. Karey. Eesti Arst, 1928, 
vii, 446. 

The innervation of the sartorius muscle. Anatomic basis 
of plastic operations on the sartorius. S. SoKoLov. Vest- 
nik Chir., 1928, xiii, 139. 

Experimental scoliosis of the skull. H. WALTER. Ver- 
handl. d. deutsch. Gesellsch. f. Chir., 1929. 

The form and causes of scoliosis of the face in torticollis 
from muscular and other causes. H. WALTER. Arch. f. 
klin. Chir., 1929, cliv, 32. 

Bilateral cervical rib: clinical and experimental observa- 
tions onacase. I. OLjyenick. Arch. Surg., 1929, xviii, 1395} 

9 


P. VRJABISAN. Nov. Chir., 


The anatomic basis for the pathogenesis of osteomyelitis 
of the scapula. S. Srarec-Starceva and M. Arist. Dne- 
propetrovskij med. Z., 1928, vii, 337. 

Costal osteomyelitis. TAVERNIER. Lyon chir., 1929, 
xxvi, 116. 

Absence of the sterno-costal portion of the pectoralis 
major muscle. A. G. NEWELL. Brit. M. J., 1929, i, 
1040. 

The supracondyloid process of the humerus. I. DruKa- 
REV. Trudy gosudarstv. Inst. Znanij, 1928, p. 73. 

Movable body in the supratrochlear foramen of the 
humerus. Rostock. Verhandl. d. deutsch. Gesellsch. f. 
Chir., 1929. 

The clinical picture and the treatment of rupture of the 
biceps tendon. M. Srorze. Beitr. z. klin. Chir., 1929, 
cxlv, 513. 

Cystic disease of the humerus. J. BERGER. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 324. 

Giant cell tumor of the humerus; bone curettage; osteo- 
gl grafts; rapid reformation of bone. VANLANDE. 

ull. et mém. Soc. nat. de chir., 1929, lv, 423. 

Congenital radio-ulnar synostosis. E. SicmuND. Orvosi 
Hetil., 1928, ii, 968. 

Surgery of the distal radio-ulnar joint. AHRENS. Zen- 
tralbl. f. Chir., 1929, p. 548. 


INTERNATIONAL ABSTRACT OF SURGERY 


Chondromatosis of the wrist. F. Hesse. Arch. f. klin. 
Chir., 1929, clv, 83. 

Outlines for the functional diagnosis of disabilities of the 
hand. K. Bariy$n1kov. Z. Usover’. Vrat., 1928, p. 446. 

Is Dupuytren’s contraction an inheritable condition? 
F. Serstov. Nov. Chir., 1928, vii, 61. 

Lateral structural curvature of the spine: treatment by 
means of the turnbuckle jacket and turnbuckle shell. 
A. H. Brewster. Arch. Surg., 1929, xviii, 1427. [340] 

The roentgenological picture and clinical significance of 
the so-called cartilaginous nodules of the vertebral column. 
W. Mue ter. Beitr. z. klin. Chir., 1928, cxlv, 191. [340] 

Peculiar vertebral findings. RoseNno. Zentralbl. f. Chir., 
1929, Pp. 546. 

Vertebral deformity in a tabetic. F. Naumov. Festschr. 
f. Prof. Brustein, 1928, p. 276. 

Spondylolisthesis; its cause and treatment. J. GourDoN. 
J. de méd. de Bordeaux, 1929, cvi, 187. 

Spondylolisthesis in an unusual location. BuRCKHARDT. 
Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

Generalized platyspondylosis. Wet. Ztschr. f. orthop. 
Chir., 1929, li, 195. 

Spina bifida occulta and incontinence of urine. PERRIN. 
Lyon chir., 1929, xxvi, 71. 

Kuemmell-Verneuil’s disease or Kuemmell’s 
matic disease of the vertebral column. A. 
Presse méd., Par., 1929, Xxxvii, 195. 

Localized osteitis of the vertebra. 
Deutsche Ztschr. f. Chir., 1929, ccxv, 108. 

Two cases of Pott’s disease treated by Albee’s method; 
appearance of a new vertebral focus. Patet. Lyon chir., 
1929, XXVi, 132. 

Abscesses in tuberculosis of the spine. J. W. Sever. 
J. Am. M. Ass., 1929, xcii, 1822. 

Spondylitis deformans and trauma. GAUGELE. Ztschr. 
f. orthop. Chir., 1929, li, 74. 

Vertebral osteomyelitis. R. Lerpovict. J. de chir., 1928 
xxxii, 648. [340 

Calcinosis intervertebralis. L. P. Rretema and S., 
Keyser. Acta radiol., 1928, ix, 606. 

Deformities of the lumbosacral region of the spine. J. F. 
Brairsrorp. Brit. J. Surg., 1929, xvi, 562. 341 

Sciatica and lumbago following severe work. I. VaA1n- 
STEIN. Med. Oboz. r. NiZn. PovolzZ., 1928, p- 38. 

Clinical application of bimanual examination of the 
sacro-iliac joints. C. M. Gratz. Surg. Clin. N. Am., 1929, 
ix, 649. 

A large sacral coccygeal tumor; extirpation at the 
twenty-fourth hour of life; recovery. H. L. Rocuer, 
A. Bonnar, and R. Gufrin. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 1o1. 

The deposition of calcium salts in the tendon of the 
supraspinatus muscle. M. Harsin. Arch. Surg., 1929, 
xviii, 1491. 342 

Ischemic paralysis. D. Lewis. Am. J. Surg., 1929, vi 
638 


st-trau- 
OUCHET, 


H. UIBERALL. 


Congenital disproportion between the head of the femur 
and the acetabulum. S. Matrosov. Trudy gosudarstv. 
Inst. med. Znanij, 1928, p. 61. 

Cotyloid bone. Arrivat. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 405. 

Two cases of cotyloid bone. A. DELAHAYE. Bull. et 
mém. Soc. nat. de chir., 1929, lv, 405. 

Cotyloid and supracotyloid bone. R. Massart. Bull. et 
mém. Soc. nat. de chir., 1929, lv, 405. 

Traumatic separation of the epiphyses of the head of the 
femur. G. C. Firetp. Brit. J. Radiol., 1929, ii, 297. 

New theories in the pathology of the hip joint based on 
research work of recent years. CaLot. Ztschr. f. orthop. 
Chir., 1929, li, 134. [343] 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Bilateral hip joint disease on an endocrine basis. NAtTz- 
ter. Zentralbl. f. Chir., 1929, p. 540. 

Perforation of the in 
S. TrReGuBow. Ztschr. f. orthop. Chir. —_ 548. [343] 

Congenital coxa vara. J. S. Barr. h. Surg., — 
xviii, 1909. [343] 

Radiography of a superior acetabulum with painful 
arthritis in a man of fifty years. MAucLArRE and Dioctis. 
Bull. et. mém. Soc. nat. de chir., 1929, lv, 483. 

Legg-Perthes’ disease with special reference to prognosis 
and treatment. A. T. Lecc. Am. J. Surg., 1929, vi, 793. 

Two cases of acute arthritis of the hip secondary to an 
osteomyelitis of the ischium. R. Le Fort and J. PIQuEt. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 453. 

Osteosarcoma of the femur treated by radiography. 
Descouttes, Ricarp, and Coste. Lyon chir., 1929, 
XXVi, go. 

Snapping knee. Lrype. Zentralbl. f. Chir., 1929, p. 
545- 

Osteocartilaginous loose bodies in the knee joint. G. M. 
Curtis. Surg. Clin. N. Am., 1929, ix, 415. [343] 

The mechanism of strangulation of fat bodies in the 
knee joint. Buppr. Verhandl. d. deutsch. Gesellsch. f. 
Chir., 1929. 

Traumatic lesions of the meniscus of the knee. A. 
Moucuet, Presse méd., Par., 1929, xxxvii, 395. 

An inquiry upon football practice for a lesion of the 
meniscus of the knee. TAVERNIER and Cuappoux. Presse 
méd., Par., 1929, xxxvii, 179. 

The power of resorption of the human knee joint in 
various disease conditions. P. Rostock. Deutsche Ztschr. 
f. Chir., 1929, ccxv, 76. 

The pathogenesis and mechanopathology of osteomy- 
elitic genu recurvatum. B. JUERGENS. Eesti Arst, 1928, 
vii, 453- 

yg arthritis of the knee joint. P. B. Steere. 
Am. J. Surg., 1929, vi, 805. 

The development of cysts in connection with the semi- 
lunar — R. OLLERENSHAW. Brit. J. Surg., 1929, 
xvi, 555 344 

ot of the knee. H. Scuranx. Zentralbl. 
f. Chir., 1929, p. 593: 

Gummatous osteitis of the upper end of the fibula. C. E. 
Suattuck. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1031. 

A case of Osgood-Schlatter’s disease. B. STEKOLNIKOV. 
Nov. chir. Arch., 1928, xvi, 221. 

Giant cell tumor of the lower end of the tibia. R. 
GOUVERNEUR. Bull. et mém. Soc. nat. de chir., 1929, lv, 
121. 

The treatment of congenital pseudarthrosis of the tibia. 
J. DzaAneLwwzeE. Vestnik Chir., 1928, xv, 168. 

Biology and pathology of leg stumps, particularly long 
stumps of the lower leg. ZuR VERTH. Ztschr. f. orthop. 
Chir., 1920, li, 217. 

The “4 4 ~ of the human foot as an organ of loco- 
motion. L. V. Wotrr. Am. J. Dis. Child., 1929, xxxvii, 
1212. 

Changes in the height of the dorsum of the foot under the 
influence of weight-bearing in the course of a normal day’s 
work, N. Kiptenke. Kazan. med. Z., 1928, xiv, 446. 

Foot soles of the youth of Moscow. I. Katuistov. Nov. 
Chir., 1928, vii, 51. 

Morphological he and blood supply of the foot and the 
mechanism of flat-foot. J. B. Rywi1n. Arch. f. orthop. 
Chir., 1928, xxvi, 740. 

Degeneration and deformation of the foot. A. Fiscuer. 
Arch. f. Kinderh., 1929, Ixxxvi, 109. 

The failure of Meyer’s system as the cause of foot com- 
plaints. WerINeRT. Verhandl. d. deutsch. Gesellsch. f 
Chir., 1929. 


383 


The anatomy of the ankle. P. Smwprovsxy. Z. sovrem. 
Chir., 1928, iii, 1086. 

Typical disease of the sesamoid bones of the first meta- 

rsal bone. H. Scuuetz. Beitr, z. klin. Chir., 1928, 
cxlv, 65. 344 

Koehler’s disease: I. A cause of limp in children. E. D. 
W. Hauser. Am. J. Dis. Child. 1929, xxxvii, 1233. 

Gonorrhceal talalgia; operation; recovery. A. SCHWARTZ. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 174. 

Granuloma of the Achilles tendon. Bona. Zentralbl. f. 
Chir., 1929, p. 682. 

Methods for the preparation of foot models. S. PELTE- 
soun. Med. Klin., 1929, i, 74. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


The functional treatment of bone and joint injuries, 
STEINMANN. Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

Reconstruction of the long bones. H. SHorMAKER, 
California & West. Med., 1929, xxx, 399. 

The treatment of osteomyelitis. H. W. Orr. Wisconsin 
M. J., 1929, xxviii, 250. 

The influence of bone transplantation in bone tuber- 


culosis. Nissen. Verhandl. d. deutsch. Gesellsch. f. 
Chir., 1929. 

The present status of synovectomy. P. P. Swetr. Am. 
J. SurG., 1929, vi, 807. 


The open mobilization of joints. HACKENBROCH. Zen- 
tralbl. f. Chir., 1929, p. 544. 

The mobilization of ankylosed joints by arthroplasty. 
MAcausLanp and MacausLaNnb. Ann. Surg., 1929, 


57: 

Two cases of operative treatment of dermatogenic joint 
contracture. N. CistjAkov. Nov. Chir., 1928, vii, 39. 

The treatment of arthritis with iodine iontophoresis 
combined with Bier’s hyperemia. J. Bruck. Vraé. Delo, 
1928, ii, 405. 

The surgical treatment of arthritis. J. T. O’FeRRALL. 
N. Orleans M. & S. J., 1929, Ixxxi, 899. 

Unilateral parathyroidectomy as an operative treatment 
for ankylosing polyarthritis. E. Gop. Arch. f. klin. Chir., 
1920, cliv, 418. 

The surgical treatment of arthritis deformans. H. 
Hveck. Chirurg, 1929, i, 249. 

Three cases of pseudarthrosis of the limbs; bone grafts 
by a mixed method. Aumont. Bull. et mém. Soc. nat. de 

chit, 1920, lv, 154. 

riences with Kirschner’s splintering technique for 
arthrosis. BAUER. Verhandl. d. deutsch. Gesellsch. 
f. Chir., 1929. 

Autoplasty of the joint ends following resection for . 
ones tumors. A. Petrova. Vestnik Chir., 1928, xiv, 


*Palliative operation for serratus paralysis. J. Rey. 
Ztschr. f. orthop. Chir., 1928, 1, 729. [344] 

Disarticulation at the shoulder for osteogenic sarcoma of 
the left humerus. C. G. Heyp. Surg. Clin. N. Am., 1929, 
ix, 

the treatment of ischemic muscular contraction of i 
forearm. RescHkE. Verhandl. d. deutsch. Gesellsch. f 
Chir., 1929. 

Plastic operations following amputation of the forearm. 
(Modification of Krukenberg’s method.) M. Latnowskt. 
Chir. Narz. Ruchu, 1928, i, 135. 

Active substitution in opposition paralysis of the thumb. 
A. Jann. Ztschr. f. orthop. Chir., 1929, li, 100. [344] 

The principle of forcing the trunk against the pelvis as a 
new method of treating scoliosis. ERLACHER. Z 
orthop. Chir., 1929, li, 275. 


384 


Rib grafting for scoliosis. A. Watrman. Am. J. Surg., 
1929, Vi, 801. 

Beef bone grafting for scoliosis. S. KLEmNBERG. Am. J. 
Surg., 1929, vi, 803. 

The surgical treatment of paraplegia due to Pott’s dis- 
ease in the adult. R. Lericue. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 461. 

Pott’s disease with paraplegia treated by a graft. E. 
SorREL, Bull. et mém. Soc. nat. de chir., 1929, lv, 332. 

Pott’s disease with paraplegia treated by a graft. 
LericueE. Bull. et mém. Soc. nat. de chir., 1929, lv, 242. 

The treatment of fixed obliquity of the pelvis. 
Mayer. Am. J. Surg., 1929, vi, 804. 

Interileo-abdominal amputation. 
med. Z., 1928, xxiv, 871. 

The technique of acetabular separation. 
Ztschr. f. orthop. Chir., 1929, li, 238. 

Further observations on the operative treatment of 
Legg-Perthes’ disease. R. Wutrman. Am. J. Surg., 1929, 
vi, 791. 

Vicious ankylosis of the right hip with pathologic sub- 
luxation secondary to an osteomyelytic infection with 
multiple fosse#; osteotomy and tenomyotomy. H. L. 
Rocuer and R., Guérin. J. de méd. de Bordeaux, 1929, 
cvi, 262. 

Transplantation of a joint from a corpse; transplant of 
the knee joint functioning for fourteen months. A. W. 
Meyer and W. Kocu. Verhandl. d. deutsch. Gesellsch. f. 
Chir., 1929. 

The formation of closed joint cavities in mobilization of 
the knee and the application of this principle to related 
conditions. Bauer. Verhandl. d. deutsch. Gesellsch. f. 
Chir., 1929. 

Resection of the knee on the curved surfaces. E. JUVARA. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 311. 

Resection of the knee on the curved surfaces. H. Hart- 
MANN. Bull. et mém. Soc. nat. de chir., 1929, lv, 460. 

A new form of patella clamp. C. K. Coox. J. Am. M. 
Ass., 1929, xcii, 2168. : 

Five methods for operative lengthening of the lower 
extremity. S. D. Cuacuurow. Zentralbl. f. Chir., 1929, 


S. Pansin. Kazan. 


P. Bape. 


Pp. 325. 

Total tibiotarsal resection. R. Grécorre. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 325. 

Indications and methods in the treatment of flat-foot. 
F. Scuepe. Jahresk. f. aerztl. Fortbild., 1928, xix, 22. [345] 

Tarsoplasty in patients with recurring pes equinus varus. 
H. L. Rocuer. Bull. et mém. Soc. nat. de chir., 1929, lv, 
187. 

An operation for hallux valgus; late results. N. BLinov. 
Z. sovrem. Chir., 1928, iii, 1058. 

Hallux valgus and late results of Schede’s operation. 
T. Cernosviropa. Z. sovrem. Chir., 1928, iii, 1068. 


Fractures and Dislocations 


Old traumatic dislocations. I. WieREJEwski. Chir. 
Narz. Ruchu, 1928, i, 106. 
The roentgenography of diaphyseal fractures of the ex- 
tremities. B, BAGER. Acta chirurg. Scand., 1928, lxiv, 384. 
34: 


An analysis of a series of fractures treated in the surgical 
unit of the department of clinical surgery, University of 
Edinburgh. W. Mercer. J. Bone & Joint Surg., 1929, 


xi, 
e treatment of fractures. W. Sister. J. Oklahoma 
State M. Ass., 1929, xxii, 212. 
The technique of screw apposition (Vermutterung) of 
fractures and plaster cast. K. Luptorr. Zentralbl. f. 
Chir., 1929, p. 451. 


INTERNATIONAL ABSTRACT OF SURGERY 


Ununited fractures. R. M. Hoover. Virginia M. 
Month., 1929, lvi, 185. 

Blood calcium in experimental fractures. I. I. Gus- 
sarow. Arch. f. klin. Chir., 1929, clv, 39. 

Dislocation of the shoulder. B. Denisov. Sibir. Arch. 
teor. i klin. Med., 1928, iii, 135. 

Upward dislocation of the acromial end of the clavicle: 
treatment by elastic traction splint. C. M. Suaar, J. Am. 
M. Ass., 1929, xcii, 2083. 

The treatment of habitual dislocation of the shoulder. 
S. Kuzmin. Vestnik Chir., 1928, xv, 181. 

Recurrent dislocation of the shoulder: its treatment by 
transplantation of the long head of the biceps. T. N1coLa, 
Am. J. Surg., 1929, vi, 815. 

Recurring and irreducible luxation of the shoulder; 
Louis Bazy’s operation; tenosuspension according to 
Henderson’s method; recovery. P. L. Mtrizzt. Bull. et 
mém. Soc. nat. de chir., 1929, lv, 398. 

Anatomico-mechanic factors in clavicular fracture. S. 
RacuMann. Z. sovrem. Chir., 1928, iii, 1076. 

Pathologic fracture of the humerus. C. M. Gratz. 
Surg. Clin. N. Am., 1920, ix, 635. 

Fracture of the upper end of the humeral diaphysis; 
delayed consolidation; bone graft, and osteosynthesis. 
De Harven. J. de chir. et ann. Soc. belge de chir., 1928, 


. 295. 

Fractures of the lower end of the humerus in children. 
L. O. Betrs. Med. J. Australia, 1929, i, 806 

Fracture of the humeral neck in an old man; osteosyn- 
thesis. DE HaRvEN. J. de chir. et ann. Soc. belge de chir. 
1928, p. 295. 3 

Fracture of the humerus at the edge of a zone of fibrous 
osteitis. Wotrromm. Bull. et mém. Soc. nat. de chir., 
1920, lv, 423. 

Complete postero-external luxation of the right elbow 
with marked displacement; immediate reduction under 
general anwsthesia; perfect functional result. G. KueEss. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 418. 

Old luxation of the elbow; lateral arthrotomy with divi- 
sion of the lateral ligaments. Patet. Lyon chir., 1929, 
xxvi, 77. 

Posterior luxation of the ulna with fracture of the radial 
diaphysis. M. VALANDE. Bull. et mém. Soc. nat. de chir., 
1929, lv, 

The management of forearm fractures and the musculo- 
mechanic principles concerned. F. ScHNEK. Beitr. z. klin. 
Chir., 1929, cxlv, 484. 

Traction treatment of arm fractures, especially supra- 
condylar fractures in children. BorcuErs. Verhandl. d. 
deutsch. Gesellsch. f. Chir., 1929. 

Dislocation of the semilunar bone of the wrist. C. B. 
KEENAN and A. L. Witkte. Canadian M. Ass. J., 1929, 
xx, 639. 

A a type of splint for fractures of bones of the hand. 
W. Wertuerm. J. Am. M. Ass., 1929, xcii, 2171. 

Concerning the treatment of Dupuytren’s fracture. 
Bopper and VassitcH. Bull. et mém. Soc. nat. de chir., 
1920, lv, 247. 

The treatment of Dupuytren’s fracture. Bopre and 
VassitcH. Presse méd., Par., 1929, xxxvii, 465. 

Fracture of the atlas vertebra, and a report of three 
cases, one with removal of the posterior arch for neural- 
gia. G. L. McWuorter. J. Bone & Joint Surg., 1929, xi, 
286. [345] 

Unrecognized fractures of the spine—case report. G. P. 
Myers. Internat. J. Med. & Surg., 1929, xlii, 284. 

Fracture of the anterior iliac spine. J. CRAWFORD. Brit. 
M. J., 1929, i, 1077, 

Fractures of the pelvis. R. KrIKENT. Dnepropetrovskij 
med. Z., 1928, vii, 387. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Dislocation of the symphysis and its treatment. E. 
Tru. Deutsche Ztschr. f. Chir., 1929, ccxiii, 231. 

Splints for the early management of congenital disloca- 
tion of the hip. H1LGeNnrEINER. Ztschr. f. orthop. Chir., 
1926, li, 185. 

The management of old congenital dislocation of the 
hip. Bape. Ztschr. f. orthop. Chir., 1929, li, 282, 289. 

Nesumaste dislocation of the hip ‘joint in a child. H. O. 
CrarkE. Brit. J. Surg., 1929, xvi, 690. [345] 

Simple pathological luxations of the hip joint. R. Lr 
Fort. Rev. d’orthop., 1928, xxxv, 514. [345] 

Open reduction of hip joint dislocations. WALTER. 
Zentralbl. f. Chir., 1929, p. 541. 

Reduction of severe dislocations of the hip by means of 
an especial extension technique. PirzENn. Ztschr. f. orthop. 
Chir., 1929, li, 286. 

A plastic operation - ununited fracture of the hip. 
L. C. Wacner. Am. J. Surg., 1929, vi, 801. 

Repressed fractures of the acetabulum. J. CorraLorpA. 
Presse méd., Par., 1929, xxxvii, 388. 

A tape-measure study. R. H. RussEty. J. College Surg. 
Australasia, 1929, i, 365. 346] 

Two cases of separation of the femoral epiphysis; poste- 
rior luxation of the diaphysis; open reduction; recovery. 
Marry and PuILarDEAv. Bull. et mém. Soc. nat. de chir., 
1920, lv, 431. 

The operative treatment of fractures of the thigh and 
- results. N. SvijAzENINOVA. Vestnik Chir., 1928, xv, 
238. 
C questionnaire regarding the treatment of fractures of 
the neck of the femur. NorpMann. Med. Klin., 1928, ii, 
1781, 1823. 

Fracture of the neck of the femur in children. P. C. 
Cotonna. Am. J. Surg., 1929, vi, 793. 

The treatment of fracture of the neck of the femur. R. 
Wurman. Am. J. Surg., 1929, vi, 799. 

Use of the abduction method in the treatment of recent 
fractures of the neck of the femur. W. R. MacAusLanp. 
Am. J. Surg., 1929, vi, 798. 

The abduction treatment of fracture of the neck of the 
femur. R. Wurman, S. F. Jones, and C. E. Sevier. 
Colorado Med., 1929, xxvi, 221. 

Periosteal callus formation in fractures of the neck of 
the femur, with report of a healed case of medial fracture 
of the neck. K. LinpemMann. Deutsche Ztschr. f. Chir., 
1929, CCXiv, 300. 

The treatment of transcervical fractures of the femur. 
J. Lereur. Bull. et mém. Soc. nat. de chir., 1929, lv, 380. 

Recent transcervical fracture of the neck of the femur 
operated upon with the aid of a fibular graft and im- 
mobilized for three months in flexion at go degrees; results 
after twenty-six months. R. BERNARD. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 194. 

Ten cases of transcervical fracture of the femur treated 
by Whitman’s method. Bopper and Vassircu. Bull. et 
mém. Soc. nat. de chir., 1929, lv, 337. 


385 


The Whitman abduction internal rotation treatment of 
fractured neck of thefemur. E.T. Evans. J.-Lancet, 1929, 
xlix, 247. 

Two radiographs of trochanteric fracture of the femur. 
J. Oxtnczyc. Bull. et mém. Soc. nat. de chir., 1929, lv, 328. 

Unusual fracture of the femoral ‘condyles, D. P. PEn- 
HALLOW. J. Am. M. Ass., 1929, xcii, 2018. 

Ununiting fracture of the neck of the femur. K. SPEED. 
Surg. Clin. N. Am., 1929, ix, 273. 

The treatment of non-union of fractures at the neck of 
the femur with tapered pins. E. F. Dean. Colorado Med., 
1920, Xxvi, 163. 

Congenital of the knee. B, L. McFartanp. 
J. Bone & Joint Surg., 1929. xi, 281. 347 

The operative treatment of dislocation of the patella. 
I. Sraer. Vestnik Chir., 1928, xiv, 24. 

Fracture of the patella. A. P. BertwistLe. Lancet, 
1929, CCXVi, 1349. 

Fractures of the tibia involving the knee. H. S. Steuer. 
Ann. Surg., 1929, Ixxxix, 580. [347] 

The treatment of fractures of the leg and patella. W. 
Levy. Deutsche Ztschr. f. Chir., 1929, ccxv, 85. 

Longitudinal fracture of the ‘tibia and its treatment. 
R. Kapp. Chirurg, 1929, i, 289. 

Isolated fractures of the tarsal scaphoid. Lertcur. Lyon 
chir., 1929, Xxvi, I19. 

Dislocation of the talus. M. GroBELskI. 
Ruchu, 1928, i, 140. 

Fractures of the calcaneus. A. ScHwartz. Bull. et mém. 
Soc. nat. de chir., 1929, lv, 148. 

The treatment of calcaneal fractures. BoEHLER. Ver- 
handl. d. deutsch. Gesellsch. f. Chir., 1929. 

Primary open reduction of a fracture of the calcaneus. 
Corre. Lyon chir., 1929, xxvi, 115. 

Fracture of the calcaneus treated by open operation; 
result at the end of two months. C. LENoRMANT, WIL- 
moTH, and Lecogur. Bull. et mém. Soc. nat. de chir., 
1929, lv, 241. 

Late fracture and astragalectomy for closed fracture of 
the astragalus. R. Soupautt. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 377. 


Chir. Narz. 


Orthopedics in General 


A text-book of orthopedics. F. LANGE. 
Fischer. 

The value of “elastometry” in orthopedic diagnosis. 
E. BetrMann. Ztschr. f. orthop. Chir., 1929, li, 263. 

Posturosis and posturasthenia. J. R. GARNER. Internat. 
J. Med. & Surg., 1929, xlii, 297. 

The problem of the control of infantile paralysis. J. L. 
Morse. N. England J. Med., 1929, cc, 1236. : 
Plaster apparatuses with free space. Ducroquet. Bull. 

et mém. Soc. nat. de chir., 1929, lv, 350. 
A simple solution for the removal of plaster casts. H. 
Empe and A. Curist. Chirurg, 1929 i, 358. 


1928: Jena, 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


The innervation of the blood vessels of the extremities, 
especially the lower; experimental study. N. MELICcHov. 
1928: Moscow, Health Commission Press. 

Circulatory disturbances of the gr og A. M. 
REcHTMAN. Med. J. & Rec., 1929, cxxix, 6 33. 

Varicose veins. H. O. McPHEETERS. J.-Lancet, 1929, 
xlix, 243. 


Newer observations on varicose veins and ulcers. W. 
Baetzner. Fortschr. d. Therap., 1929, v, 72. 

Posturing and varicose veins. D. H. Stewart. Med. 
J. & Rec., 1929, cxxix, 609. 

The treatment of varices by sclerosing injections with 
salts of quinine and urea. DELANNE. J. de chir. et ann. 
Soc. belge de chir., 1928, p. 304. 

Artificial obliteration of varices. ScHwArz. Verhandl. d. 


deutsch. Gesellsch. f. Chir., 1929. 


386 


Experiences in the treatment of varices, especially by the 
method of Schede and Kocher. M. Stesner. Deutsche 
Ztschr. f. Chir., 1929, ccxv, 115. 

Varicose veins: the injection versus the operative treat- 
ment; a statistical report. H. O. McPHEETERS. Surg., 
Gynec. & Obst., 1929, xlviii, 819. 

The injection treatment of varicose veins. R. C. KAHLE. 
Am. J. Surg., 1929, vi, 813. 

The injection treatment of varicose veins. C. E. RuSHIN. 
J. Med. Ass. Georgia, 1920, xviii, 238. 

Two cases of periarteritis nodosa. One with unusual 
manifestations (meningeal form). G.A. Bennettand§. A. 
Levine. Am. J. M. Sc., 1929, clxxvii, 853. 

A mechanical support for the peripheral circulation for 
the of thromboses. C. HaMMesranr. Zentralbl. 

» 1929, P- 457- 

"A shaeddenioed preamble to the study of phlebitis. J. 
Ducuinc and G. TouRNEux. Bull. Soc. d’obst. et de gynéc. 
de Par., 1929, xviii, 178. 

Thrombophlebitis migrano. V. Kraus. Casop. lék. tesk., 
1920, i, 456. 

Thrombophlebitis and infarcts of the myocardium. P. 
MERKLEN and J. ALBERT-WeIL, Bull. et mém. Soc. méd 
d. hép. de Par., 1929, xlv, 351. 

Thrombosis of the inferior vena cava with recovery. 
A. Weiss. Med. J. & Rec., 1929, cxxix, 634. 

Experimental thrombophlebitis and lymphatic obstruc- 
tion of the lower limb: a preliminary report. J. Homans 
and R. ZoLLincer. Arch. Surg., 1929, xviii, 992. [348] 

Trendelenburg’s operation for postoperative embolism 
of the pulmonary artery. De Harven. J. de chir. et ann. 
Soc. belge de chir., 1928, p. 291. 

Successful artriotomy and removal of an embolus from 
the left femoral artery. LAEWweEN. Zentralbl. f. Chir., 
1929, p. 627. 

Arteriography of the limbs of the aorta and its abdom- 
inal branches. R. Dos Santos. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 484. 

Traumatism to the abdominal aorta: embolism of both 
common iliacs; embolectomy. J. G. SHerriLt, R. G. 
SpuRLING, and A. C. McCartuy. Internat. J. Med. & 
Surg., 1929, xlii, 275. 

Two cases of sudden death: from rupture of the aorta 
and from rupture of an abdominal aneurism. J. A. MCLEAN 
and J. Fmprs. Med. J. Australia, 1929, i, 807. 

A retention clamp on the inferior vena cava in case 
nd injury. F. JaniSevskxry. Vestnik Chir., 1928, xiv, 


Spontaneous rupture of an iliac artery due to primary 
atheromatosis. F. Ferrari. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 161. 

Changes in the circulatory organs due to arteriovenous 
aneurism. A. IsrarL. Verhandl. d. deutsch. Gesellsch. f. 
Chir., 1929. 

Prolonged malignant endocarditis with operative aneu- 
rism of the forearm; laboratory findings. R. Soupact, 
R. A. GuTMANN, P. Roucué, and R. JAnteL. Presse méd., 
Par., 1929, Xxxvii, 236. 

Ectasia of the internal carotid treated by the use of an 
aponeurotic sheath. R. Le Fort and J. Piquer. Bull. et 
mém. Soc. nat. de chir., 1929, lv, 451. 

Bilateral aneurisms of the common iliac arteries. H. 
Joacuim and M. A. Gotpztener. Am. J. M. Sc., 1929, 
clxxvii, 849. 

Gangrene of the foot after ligation of the common 
femoral artery treated and delayed by economical ampu- 
tation. R. Letovicr. Bull. et mém. Soc. nat. de chir., 
1929, lv, 157. 

Sarcoma of the inferior vena cava. E. MELCHIOR. 
Deutsche Ztschr. f. Chir., 1928, ccxiii, 135. [348] 


INTERNATIONAL ABSTRACT OF SURGERY 


Surgery: A complete presentation of general and special 
surgery: KirscHNeR and NorpMANnn. Vol. II, Part 2. 
Surgery of the arteries and veins: R. Stich and W. von 
Gaza. 1929: Berlin, Urban & Schwarzenburg. 

Concerning ligation in general practice. 
Acta Univ. Voronez., 1927, iv, 425. 


A. Stykov. 


Blood; Transfusion 


New studies in intravital washing of the blood. P. Cepov. 
Kazan. med. Z., 1928, xi, 1179. 

A case of congenital hemolytic icterus treated and cured 
by splenectomy. H. Gauprer and C, Gernez. Bull. et 
mém. Soc. nat. de chir., 1929, lv, 374. 

The effects of liver therapy in severe post-hemorrhagic 
anemia in a patient with nitrogen retention. M. LABBE, 
R. L. Justin-Besangon, and Gouyen. Bull. et 
mém. Soc. méd. d. hép. de Par., 1929, xlv, 232. 

Splenogenic anemia. E. Tarrjev and M. VLApos. 
Vraé. Delo, 1928, ii, 603. 

Neuro-anemic syndrome; the dissociated action of 

Whipple’s treatment which affects the anemia favorably 
without action upon the neurological syndrome. R. 
Picarp. Bull. et mém. Soc. méd. d. hép. de Par., 1929, 
xlv, 313. 
Psychoses and neurasthenie associated with achylia 
gastrica and megalocytosis, and the relation between this 
syndrome and pernicious anemia. II. Neurasthenix. 
Remarks on the diagnostic value of color and volume 
indices. E. J. WARBuRG and S. JoRGENSEN. Acta med. 
Scand., 1929, Ixx, 193. 

The treatment of pernicious anemia, especially by liver. 
R. I. Lee. N. England J. Med., 1929, cc, 1324. 

Essential thrombopwenia and the influence of the men- 
strual cycle on its course. P. DENtsova- SuSCEVSKAJA. 
Trudy Klin. voronezZ. Univ., 1928, iii, 132. 

Chronic recurring purpura ‘hwmorrhagica; recovery; good 
immediate result; death at the end of the eleventh month 
from recurrence of the hemorrhages. J. QuéNu and S. M. 
Sroranovitcu. Bull. et mém. Soc. nat. de chir., 1929, lv, 

Splenectomy for purpura hemorrhagica in the child. 
R. Lericue and R. HorRENBERGER. Bull. et mém. Soc. 
nat. de chir., 1929, lv, 319. 

Acute thrombocytopienic os cured by splenectomy. 
W. A. Kiruins. J. Am. M. Ass., 1929, xcii, 1832. 

The recognition, treatment, and etiology ‘of hemophilia. 
J. W. Pickerinc. Lancet, 1929, ccxvi, 1239. 

Clinical and therapeutic considerations concerning 
hemophiliac hemorrhages. P. EmILe-WEIL. Presse méd., 
Par., 1929, xxxvii, 266. 

Hemostatic therapy in hemophilia. W. W. PAyNe and 
R. E. Steen. Brit. M. J., 1929, i, 1150. 

The use of X-rays for hemostasis. P. PAGNIEz and 
I. Sotomon. Presse méd., Par., 1929, xxxvii, 281. 

Transfusion. F. Lresic. Zentralbl. f. Chir., 1929, p. 

42. 
. en resulting from 3,000 transfusions of unmodi- 
fied blood. A. W. Braty. Ann. a ., 1929, Ixxxix, 917. 

Blood transfusion: fatal reaction. L. J. Wirrs. Lancet, 
1929, CCXVi, 1297. 

Hemolysis following transfusion from a universal donor 
to a recipient of Group 2. R. BoLter. Klin. Wchnschr., 
1929, i, 404. 

A case of autohemo-agglutination. A. Demtpov. Vraé. 
Delo, 1928, ii, 312. 

Massive auto- agglutination of the red corpuscles making 
impossible an estimation of the blood count. C. AUBERTIN, 
P. Fouton, and J. Bretey. Presse méd., Par., 1929, xxxvii, 
417. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Reticulo-Endothelial System 


Christian’s syndrome and lipoid cell hyperplasias of the 
reticulo-endothelial system. R. R. RowLanp. Ann. Int. 
Med., 1929, ii, 1277. 

Changes in the reticulo-endothelial system in septicemia. 
N. Onaca. Rev. stiint, med., 1928, xvii, 1037. 

On specialized phagocytic mesothelium in the chelonia. 
P. A. Detaney. Anat. Record, 1929, xliii, 65. 


Lymph Glands and Lymphatic Vessels 


Primary neoplasms of the lymph nodes: a clinical study 
of forty-one cases. D. C. Etxin. Arch. Surg., 1929, xviii, 
1513. [348] 

Lymphatic vessels of the lungs and the visceral intra- 
thoracic glands. H. Rouviirr. Ann. d’anat. path., 1929, 
vi, 113. 


387 


Experimental studies on the operative treatment of 
elephantiasis. Kuntzen. Verhandl. d. deutsch. Gesellsch. 
f. Chir., 1929. 

Elephantiasis of the lower limb treated by buried drain- 
age; result persisting twelve and one-half years after inter- 
vention. WALTHER. Bull. et mém. Soc. nat. de chir. 
1929, lv, 177. | 

A contribution on lymphogranulomatosis. J. Guascu. 
Rev. méd. de Barcelona, 1929, vi, 9. 

Malignant granulomatosis of pleural form and splenic 
tuberculosis. L. BERNARD, F. Coste, and M. Lamy. Bull. 
et mém. Soc. méd. d. hép. de Par., 1929, xlv, 240. 

Long remissions in the evolution of malignant granulo- 
matosis subsequent to roentgen therapy. M. Rocn, 
R. and L, BaBalantz. Presse méd., Par., 1929, 
XXXVii, 302. 

Lymphosarcoma and Hodgkin’s disease. 
West Virg. M. J., 1929, xxv, 395. 


C.F. Burnam. 


SURGICAL 'TECHNIQUE 


Operative Surgery and Technique; 
Postoperative Treatment 


Discussion on the estimation of operation risk. Glasgow 
M. J., 1929, cxi, 346. 

The value of blood pressure estimations in surgery 
F. Rost. Chirurg, 1929, i, 385. 

Scrubbing the hands. B. Utricus. Zentralbl. f. Chir., 
1920, P- 335- 

Disinfection of the hands without soap. S. SpasoKu- 
kocky and J. Kotrercin. Nov. chir. Arch., 1928, xvi, 
205. 

Routine treatment for pre-operative and postoperative 
surgical cases. Am. J. Surg., 1929, vi, 725. 

Pre-operative and postoperative treatment ‘of diabetic 
patients; report of fifty-six cases. A. E. PARSONNET, A. L. 
Reicu, and J. Skwirsky. J. Med. Soc. N. Jersey, 1929, 
XXvi, 452. 

The art of surgery. E. C. Cutter. Arch. Surg., 1929, 
Xviii, 1190. [351] 

Surgical methods for the treatment of pain and their 
results. V. Razmumovskt. Vraé. Delo, 1927, x, 1758. 

A successful intracardiac injection of adrenalin. M 
Stmovic. Srpski arh. za celok. lek., 1929, xxxi, 37. 

The use of fascia as suture material. J. P. Hocuet. Am. 
J. Surg., 1929, vi, 812. 

Experimental results in the use of dead fascia grafts for 
the repair of defects in the hollow viscera. A. R. Koonrz. 
South. M. J., 1929, xxii, 417. [351] 

The progress of reparatory surgery. J. E. SHEEHAN. 
Arch. franco-belges de chir., 1928, xxxi, 122. 

The progress of plastic surgery. DurOURMENTEL. Arch. 
franco-belges de chir., 1928, xxxi, 126. 

Two cases of extensive plastic operations on the face. 
H. REtnBerG. Zentralbl. f. Chir., 1929, p. 530. 

A new treatment for wrinkles of the face and neck. M. 
Lacarpe. Arch. franco-belges de chir., 1928, xxxi, 154. 

New surgical treatment of pockets under the eyes with- 
out scar formation. Bourcuet. Arch. franco-belges de 
chir., 1928, xxxi, 133. 

Plastic reconstruction of the lower lip. L. FREEMAN. 
Coloradu Med., 1929, xxvi, 160. 

A rapidly curative operation for irritable ulcer of the 
malleolus with an account of the disease. C. E. CoRLETTE. 
Surg., Gynec. & Obst., 1929, xviii, 811. 

The prevention and treatment of contractures following 
cutaneous burns. F. BEEKMAN. Am. J. Surg., 1929, vi, 810. 


Surgery in nephritic and hypertensive patients. J. P. 
O’Hare and L. Hoyr., N. England J. Med., 1929, cc, 1292. 

Some points in the postoperative care of surgical cases. 
J. McKenty. Canadian M. Ass. J., 1929, xx, 599. 

Postoperative acidosis and insulin therapy. E. BEREzov, 
N. Gerasimov, V. Vratskij, L. Davipson, V. Kucuo- 
VARENKO, A. BELICENKO, and S. CistopotsktJ. Proc. roth 
Russian Surg. Cong., Leningrad, 1927. 

Postoperative mesenteric thrombosis. A. BoNDAR~UK. 
Ukrain. med. Visti, 1928, iv, 466. 

The increasing frequency of thrombosis and fatal pul- 
monary embolism. Martini. Arch. f. klin. Chir., 1928, 
cliii, 495. [351] 

Roentgen visualization of embolism, observations on 
experimentally produced true emboli. Martin. Verhandl. 
d. deutsch. Gesellsch. f. Chir., 1929. 

The prophylaxis and postoperative management of pul- 
monary complications. M. ZNAMENSKIJ and V. Sycerv. 
Kazan. med. Z., 1928, xxiv, 875. 

Massive collapse of the lung. V. M. Moore. J. Mich- 
igan State M. Soc., 1929, xxvili, 415. 

Postoperative pneumonia. S. A. Woopwarp. Internat. 
J. Med. & Surg., 1929, xlii, 280. 

The rdle of the sympathetic in postoperative meteorism. 
S. Mtvareipze. Vraé. Delo, 1928, ii, 611. 

Spontaneous postoperative evisceration in the adult. 
P. Monop and Ktraty. Presse méd., Par., 1929, xxxvii, 


253. 

The pain of postoperative adhesions. A. Gosset, R. A. 
GutMANN, and R. JAnteL. Presse méd., Par., 1929, xxxvii, 
339. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


Traumatic asphyxia. N. SoxoLov. Vestnik Chir., 1928, 


XV, 225. 

The white blood picture (Schilling) in surgical inflam- 
matory disease. L. BeckERMANN. Vestnik Chir., 1928, 
xiv, 12. 

Immunization according to Besredka. M. ROosKIN. 
Vraé. Delo, 1928, ii, 127. 

Deep antisepsis. V. Popov. Proc. 19th Russian Surg. 
Cong., Leningrad, 1927. 

A method of chemotherapeutic antisepsis. W. A. Cor- 
LIER and I. BERNHAGEN. Ztschr. f. Hyg. u. Infections- 
krankh., 1928, cix, 383. 


388 


The use of the patient’s own blood as an agent for indi- 

yg immunization. A. NoURNEY. 1928: Berlin, Madaus 

An experimental study of the value of mercurochrome- 
220 soluble as an antiseptic agent. B. Douctas, R. C. 
Avery, and C, Pitcuer. J. Lab. & Clin. Med., 1929, xiv, 
822. 

Vitamin A as an anti-infective agent. E. MELLANBY 
and H. N. Green. Brit. M. J., 1929, i, 984. 

The treatment of wounds, injuries, and local inflamma- 
tions. K. Rescuke. ‘Med. Klin., 1929, i, 25. 

The treatment of wounds by diffuse electrolysis. PLANQUE. 
Bull. et mém. Soc. nat. de chir. » 1920, lv, 263. 

The harm of soaking in open injuries of the hand and 
fingers. F. ScuneK. Muenchen. med. Wchnschr., 1929, i, 


The bacterial flora in purulent wounds and regenerative 
processes during the protective method of treatment. 
M. Levin. Acta Univ. Voronez., 1927, iv, 453. 

The réle of the veins in the extension of pyogenic proc 
esses; an experimental study. LArwen and Koenic. 
Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

Felons, acute lymphangitis and tendon-sheath infec- 
tions: differential diagnosis and treatment. S. L. Kocu. 
J. Am. M. Ass., 1929, xcii, 1171. [352] 

The recognition and treatment of latent infection, with 
special consideration of the skeleton and joint stiffenings. 
©. Payr. Arch. f. klin. Chir., 1928, cliii, 515. 

The treatment of abscess with local protein therapy. 
A. Sézarvand A. Duruy. Bull. et. mém. Soc. méd. d. hép. 
de Par., 1929, xlv, 337. 

Treatment of furuncles and anthrax by Hérelle’s bacter- 
iophage. A. Ratca. Presse méd., Par., 1929, xxxvii, 187. 

Subdural hematoma; trephination; cranioplasty with the 
aid of a platinum plate. C. CorntoLey. Bull. et mém. Soc. 
nat. de chir., 1929, lv, 259. 

Lathe injuries. T. Huerrv. 
Mediziner, 1928, ii, 417. . 

Aniline necrosis following injury with indelible pencils. 
V. Cuopkov. Nov. Chir., 1928, vii, 174. 

The treatment of burns with tannic acid. G. B. Packarb. 
Colorado Med., 1929, xxvi, 173. 

An unusual complication in a vascular nevus; septi- 
cemia, J. H. T. Davies and R. L. Frerr. Brit. J. Child. 
Dis., 1929, xxvi, 129. 

Infection with organisms of Vincent’s angina following a 
human bite. C. R. Futter and J. C. Corrrett. J. Am. 
M. Ass., 1929, xcii, 2017. 

Diphtheroidal cutaneous ulcers. 
Venerol., 1928, p. 946. 

A severe necrosis due to ammonium hydrate applied for 
viper bite. F. Krauss. Zentralbl. f. Chir., 1929, p. 459. 


Monatsschr. f. ung. 


V. Mroncovivus. 


Anesthesia 


The ascendancy of anesthesia in its public and pro- 
fessional relations. C. N. Comps. Anes, & Anal., 1929, 
viii, 173. 

The choice of an anesthetic. J. J. Buettner. N. York 
State J. M., 1929, xxix, 743. 

Anesthesia by the combination of controllable and non- 
controllable agents. O. Gros. Deutsche med. Wchnschr., 
1929, i, 130. 

The heart in reference to anesthesia. R. W. LANGLEY. 
Anes. & Anal., 1929, viii, 179. 

The relation of the surgeon and the anesthetist to their 
patient. I. Conn. N. Orleans M. & S. J., 1929, lxxxi, 867. 

The value of carbon dioxide in certain postanesthetic 
and postoperative complications. A. Sazkry. Vestnik 
Chir., 1928, xv, 219. 


INTERNATIONAL ABSTRACT OF SURGERY 


Cervical subluxation following anesthesia. J. B. 
Barnett. Brit. M. J., 1929, i, 1077. 

Deaths under anesthetics, with special relation to their 
pathology. G. Stor. Proc. Roy. Soc. Med., Lond., 1929, 
xxii, gor. 353 

The principles of dosage for gas anesthesia. H. Scum. 
Narkose und Anesth., 1929, ii, 65. 

Studies in the higher homologous gas anesthetics. 
Kiran. Verhandl. d. deutsch. Gesellsch. f. Chir., 
1929. 

A combination apparatus for gas anesthesia. KILLIAN. 
Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

The explosibility of certain gaseous anesthetics of the 
hydrocarbon series. H. F. Bercet, and F, 
Breuscu. Narkose u. Anesth., 1929, ii, 12, 43. 

General anesthesia by the intravenous injection of ethyl 
alcohol. J. D. Constantin. Lancet, 1929, ccxvi, 1247. 

Ethylene: its comparative safety. M. SAatzer. J. Am. 
M. Ass., 1929, xcii, 2096. 

Some results with ethylene anesthesia. W. W. Hutcatn- 
son. Anes. & Anal., 1929, viii, 182. 

Experiences with nitrous oxid anesthesia. WI~p. 
Zentralbl. f. Chir., 1929, p. 560. 

A note on spinal anesthesia. C. A. Pannett. Lancet, 
1929, CCXVi, 1194. 

Spinal anesthesia; blood pressure control. R. B. Stour. 
Wisconsin M. J., 1929, xxviii, 261. 

Experiences with spinal anesthesia. W. A. E. CHAPIN. 
N. England J. Med., 1929, cc, 1252. 

Spinal anesthesia in obstetrical and gynecological 
operations. R. Hupston. Colorado Med., 1929, xxvi, 
181. 

Spinal anesthesia in the Urzum hospital. V. SAMBORSKIJ. 
Kazan. med. Z., 1928, xxiv, 642. 

Paradoxical result of a spinal anesthesia. D. Ferrey. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 438. 

Intravenous injection of camphorated oil in syncopy of 
spinal anesthesia. Ouparp. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 308. 

Spinal anesthesia fatalities and their prevention. L, F. 
Stse. N. England J. Med., 1929, lv, 1071. 

Concerning local anesthesia. G. Métiver. Bull. et 
mém. Soc. nat. de chir., 1929, lv, 422. 

The value of barbital before local anesthesia. R. A. 
Bartow. Ann. Otol., Rhinol. & Laryngol., 1929, xxxviii, 


at. 

Local anesthesia for operations on the lower extremity. 
L. AnpbREJEv. Z. sovrem. Chir., 1928, iii, 1039. 

Local anesthesia and adrenalin. M. Cuevassu. Bull. 
et mém. Soc. nat. de chir., 1929, lv, 409. 

The effect of the adrenalin used in local anesthesia on the 
postoperative increase in blood sugar. A. BEeLICENKo. 
Vestnik Chir., 1928, xiii, 66. 

Our present-day knowledge of avertin and its practical 
use. B. Martin. Deutsche med. Wchnschr., 1928, ii, 
2068, 2110. (354] 

Results so far with avertin ancsthesia. P. F. Nicsrt. 
Schweiz. med. Wchnschr., 1929, i, 281. 

Rectal narcosis with avertin. F. J. Morrin. Irish J. M. 
Sc., 1929, 6 s., 256. 

Death following: avertin anesthesia. H. Prirzner. Klin. 
Wcehnschr., 1929, i, 409. 

Death under’ avertin anzsthesia. 
Zentralbl. f. Chir., 1928, p. 1805. 

Death under avertin anesthesia. P. ScHRoEDL. Zen- 
tralbl. f. Chir., 1928, p. 1231. 

Six-hundred. operations under narcylen anesthesia. 
Hutscen. Ztschr. f. aerztl. Fortbild., 1929, xxvi, 82. 


F. NESTMANN. 


Experiences with pernocton. E. GantzKow. Zentralbl. 
f. Gynaek., 1929, p. 474. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Surgical Instruments and Apparatus 


A new method for the preparation of better catgut. 
Hvueune. Verhandl. d. deutsch. Gesellsch. f. Chir., 1929. 

The general application of the principles of support in 
dressings for wounds, pressure, and extension. D. SARASON. 
Muenchen. med. Wchnschr., 1929, i, 113. 


389 


Zinc oxide-gelatine dressing. N. KArer. Nov. chir. 
Arch., 1928, xvi, 390. 

The technique of surgical ligation. I. L. Zrcues. 
Zentralbl. f. Chir., 1929, p. 602. 

Reflections upon the surgical instruments, linen, and 
illumination of the operating room. R. Lericne. Lyon 
chir., 1929, XXvi, 39. : 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


Radiological contributions to the advancement of 
science. L. R. SANTE. J. Missouri State M. Ass., 1929, 
xxvi, 284. 

The fate of lipiodol ascending in the central nervous 
system. M. Gortan and G. Saiz. Ztschr. f. d. ges. 
Neurol. u. Psychiat., 1928, cxii, 772. 

A source of danger in the use of vertical roentgenoscopes 
and tube stands. J. R. Carty. Radiology, 1929, xii, 496. 

Special difficulties in endoscopy. E. McGinnis. Illinois 
M. J., 1929, lv, 413. 

The advisability of roentgenographing sinus tracts for 
diagnosis. IF. W. Bancrort. Am. J. Surg., 1929, vi, 


733: 

The visualized cesophagus in the diagnosis of diseases of 
the heart and aorta. L. G. Ricter. Am. J. Roentgenol., 
1920, XXxi, 563. 

Experimental and theoretical studies in X-ray intensity 
measurement. W. V. Mayneorp. Brit. J. Radiol., 1929, 
ii, 267. 

The bactericidal action of the roentgen rays. H. W. 
Sutxowircu. Bull. Johns Hopkins Hosp., Balt., 1929, 
xliv, 

Tissue changes following roentgen irradiation. G. 
Domack. Ergebn. d. inn. Med. u. Kinderh., 1928, 
XXxxiii, I. 

Blood-calcium changes following roentgen treatment for 
hypophyseal disease. R. Gurevic. Vestnik rengenologii i 
radiologii, 1928, vi, 65. 

The influence of the roentgen rays on the chloride and 
calcium in the blood of persons with carcinoma. E. No- 
POTJELNOVA and F. Rivos. Vestnik Rentgenol., 1928, 
vi, 205. 

The metabolism in lymphatic and myelogenous leu- 
keemia and the changes in it under the influence of roentgen 
therapy. B. VaRSAvskajA. Vopr. onkol., 1928, i, 216. 

The action of roentgen irradiation on wounds and 
carcinoma of the skin. Hintze. Verhandl. d. deutsch, 
Gesellsch. f. Chir., 1929. 

The spontaneous healing of carcinomata and its relation 
to irradiation therapy. O. Strauss. Strahlentherapie, 
1927, XXiv, 672. 


Radium 


Morphological changes in carcinomata following radium 
treatment. P. BereSansk1J. Vopr. onkol., 1928, i, 109. 


Miscellaneous 


Handbook of irradiation, biology, pathology, and 
therapy. P. Lazarus. Vol. I. 1928: Munich, Bergmann. 

The general action of light. W. HausMANN. Strahlen- 
therapie, 1928, xxviii, 81. 

The clinical value of sunlight through ultraviolet trans- 
mitting glass. G. W. CaLpwett and R. H. Dennett. 
J. Am. M. Ass., 1929, xcii, 2088. 

Uses and abuses of ultraviolet rays. C. A. Situ. 
Northwest Med., 1929, xxviii, 261. 

The effect of ultraviolet light on the blood of newborn 
infants: III. The white cells. H. N. Sanrorp. Am. J. 
Dis. Child., 1929, xxxvii, 1187. 

The effect of ultraviolet irradiation on the relation of 
toxins to the cell membrane. R. SkypeRHELM and G. 
Opitz. Strahlentherapie, 1928, xxviii, 122. 

The action of ultraviolet light and the X-rays on the 
spectrum of pure and activated ergosterol. R. R. MorRISON 
and L. H. Crark. Brit. J. Radiol., 1929, ii, 307. 

The differential action of X-rays and gamma rays upon 
some living tissues. S. Russ and G. M. Scorr. Brit. J. 
Radiol., 1929, ii, 301. 

Electrocoagulation and the electric bistoury. M. Herrz- 
Boyer. Bull. et mém. Soc. nat. de chir., 1929, lv, 167. 

The high-frequency bistoury. Bull. et mém. Soc. nat. de 
chir., 1929, lv, 281. 

Efficiency conditions in diathermy circuits. L. H. 
Crark. Brit. J. Radiol., 1929, ii, 315. 

The use of high-frequency currents in surgery; the 
mechanism of the action and effect of the currents produced 
by apparatus with lamps; their surgical applications. M. 
Hertz-Bover. Bull. et mém. Soc. nat. de chir., 1929, lv, 
210. 

A note on intensive ionization. W. S. WurrcoMBe. . 
Lancet, 1929, ccxvi, 1246. 

Roentgen and radium therapy of carcinoma of the lip. 
RoseENzWEIG. Vopr. onkol., 1928, i, 324. 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


The general problem of teratogenesis and classification 
of deformities. E. OsteN-SACKEN. Vestnik Chir., 1928, xv, 


74. 

Congenital partial macrosomia. S. RuBASEv. Pracy Bel. 
Dzjars. Univ., 1928, p. 1. 

Elephantiasis neuromatosa. R. B, Mytes. Brit. M. J., 
1929, i, 1040. 


Congenital true dextrocardia with transposition of the 
viscera. T. J. Hoskin. Proc. Roy. Soc. Med., Lond., 1929 
xxii, 1037. 

A case of pseudo-hermaphroditism. J. Rwpe.t. Brit. 
M. J., 1929, i, 1040. 

Congenital developmental anomalies of the bones of the 
forearm and hand in man. V. OSkADEROV. Acta Univ. 
Voronez., 1927, iv, 157. 

Abnormalities of the hind end of the body. J. L. 
McKeEtvey. J. College Surg. Australasia, 1929, i, 285. [355] 


390 INTERNATIONAL ABSTRACT OF SURGERY 


The significance of the size relationship between the 
afferent and efferent vessels of an organ for the activity of 
the organ. T. VALCKER. Vestnik Chir., 1928, xv, 201. 

The physiological analysis of some clinically observed 
disorders of movement. I’. M. R. WALSHE. Lancet, 1920, 
ccxvi, 963. [355] 

Diffuse ‘scleroderma, with case report and autopsy. H. 
Gorpon. Ann. Int. Med., 1929, ii, 1309 

Lipodystrophia progressiva. H. GARDINER-Hitt. Proc. 
Roy. Soc. , Lond., 1929, xxii, 1041. 

The acid-base balance in the blood in surgical diseases 
and following operative procedures. A. Breck and H. J. 
LauBer. Deutsche Ztschr. f. Chir., 1929, ccxiv, 235. 

Some chemical factors in the control of the circulation. 
I. Vasomotor hormones. H. H. Date. Lancet, 1929, 
ccxvi, 1179. 

Henoch’s purpura due to food allergy. I. S. Kann. J. 
Lab. & Clin. Med., 1929, xiv, 835. 

Congenital hemolytic icterus: treatment with splenec- 
tomy; reports of two cases. J. M. Masters, L. G. ZERFAS, 
and H. B. Metter. Am. J. Dis. Child., 1929, xxxvii, 1254. 

The pathogenesis and treatment of acidosis and alkalosis. 
A. F. HARTMANN. South. M. J., 1929, xxii, 517. 

The pathogenesis of inflammation. L. TorEROEK. 
Gyégydszat, 1928, Ixviii, 554. 

Antivirus and its properties. A. Bezrepka. Odesskij 
med. Z., 1928, iii, 617. 

The action of the venoms of the copper-head (denisonia 
superba) and of the death adder (ancanthophis antarcticus) 
on the coagulation of the blood. C. H. Kentaway. Med. 
J. Australia, 1929, i, 772. 

Observations on the certainly lethal dose of the venom 
of the death adder (ancanthophis antarcticus) for the 
common laboratory animals. C. H. Kettaway. Med. J. 
Australia, 1929, i, 764. 

The development of the collateral circulation in cases 
of so-called spontaneous gangrene and methods of studying 
it. N. Gurevit- Nov. chir., Arch., 1928, xv, 451. 

The treatment of spontaneous gangrene. R. SAKAJAN. 
Nov. Chir., 1928, vii, 306. 

The results of epinephrectomy and perisympathectomy 
of the popliteal artery for 2g gangrene. R. 
SaKaAJAN. Vestnik. Chir., 1928, xiv, 4 

Gas gangrene. C. M. BrHrenp. Fentralbl. f. Chir., 
1920, P- 

Studies in gas gangrene. W. Spart. Ztschr. f. Im- 
munitaetsforsch. u. exper. Therap., 1929, Ix, 113. 

Angioneurotic oedema. E. J. Suwons. Minnesota Med., 
1920, Xil, 343- 

Raynaud’s disease and tuberculosis. L. BERNARD and 
L. se ye Bull. et mém., Soc. méd., d. hop. de Par., 
1929, xlv, 39 

Traumatic r epidermoidal cysts of the hand and fingers. 
V. Macan. “Vestnik Chir., 1928, xiii, 158. 

The treatment of pilonidal cysts and fistule. R. Corp. 
Surg. Clin. N. Am., 1929, ix, 695. 

Neoplastic growth in the light of experiments. N. 
Petrov. Vrat. Delo, 1927, x, 1833. 

Pigmented papilloma of the skin. A. ABRAMov. Dnepro- 
petrovskij med. Z., 1928, vii, 385. 

The significance of atypical epithelial proliferations. W. 
Garscuin. Ztschr. f. Krebsforschg., 1928, xxvii, 569. 

A method of isolating tumors internal and external to the 
organism. A. KrontTovsklj. Vopr. onkol., 1928, i, 188. 

Lipoma of the palm. Case report. T. ScHEFFELAAR 
Kxots. Nederl. Tijdschr. v. Geneesk., 1928, ii, 4537. 

An operative method in conjunctivoma of the limbs. 
Lericue. Lyon chir., 1929, xxvi, 136. 

Subcutaneous leiomyoma. V. RazuMICHIN. Vestnik 
Chir., 1928, xv, 71. 


Xanthoma tuberosum multiplex. C. W. Luter. J. 
Missouri State M. Ass., 1929, xxvi, 296. 

Xanthelasmic granuloma—report of a case. R. F. GARD 
and P. N. Jounstone. J. Kansas M. Soc., 1929, xxx, 190. 

The so-called “brown tumors.” A. SoRKINA. Nov. chir. 
Arch., 1928, xvi, 215. 

Myoepithelial tumors (so-called unripe non-striated 
muscle tumors). Kiincr, Russko-Nemecki med. 
1928, iv, 324. 

Rare complications of Hodgkin’s disease. S. JupIN. 
Z. sovrem. Chir., 1928, iii, 1037. 

A case of primary double epithelioma. D. A. ABERNETHY. 
Brit. J. Surg., 1929, xvi, 687. 355 

The rapid diagnosis of malignant tumors. R. DENGLER. 
Zentralbl. f. Gynaek., 1929, p. 457- 

The macroscopic diagnosis of malignant lesions. R. P. 
Batt. Kentucky M. J., 1929, xxvii, 253. 

The control of cancer. W. C. CaupiLy. Virginia M. 
Month., 1929, lvi, 164. 

Cancer and the general practitioner. C. ROWNTREE. 
Brit. M. J., 1929, i, 804. 

The average treatment of cancer: II. Report of the 
study of the deaths from cancer in Detroit during the six 
months from May 15 to November 15, 1927. H. C. 
SALTzSTEIN and D. J. SaNpweiss. Arch. Surg., 1929, 
xviii, 2176. 

Biology of the cancer cell. A. H. Rorro. Lancet, 1929, 
ccxvi, 1299. 

A critical study of the literature on the physiological 
chemistry of cancerous tissue. M. Macatu. Vopr. onkol., 
1928, i, 136. 

Cancer and traumatism. G. JEANNENEY. J. de méd. de 
Bordeaux, 1929, cvi, 279. 

The distribution of cancer in the British Isles; the possi- 
ble relation between cancer and race. E. Pitrarp. Bru- 
xelles-méd., 1929, ix, 578. 

The influence of age and sex on carcinoma. M. MALajev. 
Vopr. onkol., 1928, i, 12y. 

The influence of the endocrine system on the patho- 
genesis and growth of malignant tumors. I. NIKOLSKIJ. 
Vopr. onkol., 1928, i, 53. 

The endocrine glands in experimental malignant tumors. 
I. MiScEnKo. Vopr. onkol., 1928, i, 36. 

Nitrogen metabolism in experimental malignant tumors. 
I. MiSCEenko and M. Fomenko. Vopr. onkol., 1928, i, 208. 

A study of experimentally produced malignant tumors. 
A. Reprev. Vopr. onkol., 1928, i, 3. 

Transplantation and explantation in judging the re- 
sistance of malignant tissues to an increase in acidity of 
short duration. A. Krontovskiy and M. Macat. Vopr. 
onkol., 1928, i, 284. 

A malignant growth following embryonal transplanta- 
N. Petrov and N. Krotxina. Vopr. onkol., 1928, 
i, 1 

The question of cancer metastases. M. Mateva. Trudy 
Z. moskov. Univ., 1928, i, 467. 

The cause of cancer cachexia. SCHNEIDER. Verhandl. d. 
deutsch. Gesellsch. f. Chir., 1929. 

Blood ferments in carcinomatous patients. M. OLcHov- 
skaja and N. BESCINSKAJA. Vopr. onkol., 1928, i, ror. 

The Botelho reaction in cancerous patients. M. Birukov. 
Sibir. Arch. teor. i klin. Med., 1928, iii, 47. 

Experimental treatment of cancer with tuberculin. R. 
Peart, A. C. Surron, and W. T. Howarp, Jr. Lancet, 
1929, ccxvi, 1078. [355] 

Active tuberculosis and cancer in the same individual. 


E. P. K. Fencer and C. K. Petrer. Minnesota Med., 


1920, xii, 271. 
Carcinoma of the hand. M. L. Mason. Arch. Surg., 
1929, xviii, 2107. 


] 
po! 
the 
M. 

] 
Sa 

( 
in\ 
20 

pri 
wi 
Ar 

Cl 

Vi 
M 

(K 

Xx 

co 

Dn 

C 

W 

G 

A 

wi 

| SI 
sk 

G 

m 

| C 

P 
cc 

H 

B 

B 

a 

xl 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Multiple primary malignancies; a clinicopathological re- 
port of a case with independent primary carcinomata of 
the breast and stomach. B. M. Ritry, B. C. Russum, and 
M. W. Barry. Nebraska State M. J., 1920, xiv, 247. 

New German surgery: H. Kuetrner. Vol. XLIII. 
Sarcomata: H. Srmon. 1928: Stuttgart, Enke. 

Generalized lymphosarcomatosis with extensive cranial 
involvement. D. P. Seecor. Colorado Med., 1929, xxvi, 
201. 

Leukosarcoma. With the report of a case beginning with 
primary retroperitoneal lymphosarcoma and terminating 
with leukemia. D. H. FLasuman and S. S. Lreopotp. 
Am. J. M. Sc., 1929, clxxvii, 651. 

Physiology in surgery. J. H. Woorsry. California & 
West. Med., 1929, xxx, 388. 

An epitome of surgical shock. O. I. SonLBERG. Minne- 
sota Med., 1929, xii, 360. 


General Bacterial, Protozoan, and Parasitic 
Infections 


Pseudo-anthrax in man. W. J. Matscuan. Arch. f. klin. 
Chir., 1929, clv, 15. 

The treatment of anthrax with “g14.” A. FILEvsKry. 
Vrat. Delo, 1928, ii, 474. 

Brucella abortus infection in man. G. M. Guest. J. 
Med., Cincinnati, 1929, x, 164. 

Fatal bacteremia due to excherichia pseudodysenteria 
(Kruse). R. A. Kitpurre. J. Med. Soc. N. Jersey, 1929, 
xxvi, 446. 

The treatment of tetanus: three cases recently treated. 
Y. Kewenter. Svenska Laekartidningen, 1928, ii, 1566. 

Experimental studies in the treatment of tetanus with a 
combination of curarin and avertin. FE. MELzNER. 
Deutsche Ztschr. f. Chir., 1928, ccxii, 308. 

Tuberculin therapy in surgical tuberculosis. Moons and 
Coryn. J. de chir. et ann. Soc. belge de chir., 1928, p. 285. 

Tularemia. T. KtrKwoop. Illinois M. J., 1929, lv, 408. 

Tularemia, C. L. Steary and D. Mritter. California & 
West. Med., 1929, xxx, 418. 

Tularemia in Minnesota. E. C. Hanson and R, G. 
GREEN. J. Am. M. Ass., 1929, xcii, 1920. 

Secondary echinococcosis. H. Dew. J. College Surg. 
Australasia, 1929, i, 337. 

Rare localization of an echinococcus cyst (dorsum of 
wrist). N. ANTELov. Vraé. Delo, 1928, ii, 328. 

Meningococcus septicemia. G. A. MOLEEN and D. P. 
Seecor. Colorado Med., 1929, xxvi, 192. 

Local vaccine therapy in staphylococcic infections of the 
skin with specific dressings by the method of Besredka. 
G. Arutyunov and I, Gurvit. Russk. Vestnik Dermat., 
1928, vi, 136. 

The bacteriology and clinical characteristics of actino- 
mycosis. S. BERNSTEIN. Odesskij med. Z., 1928, iii, 605. 

Actinomycosis. N. Epstein and P. SCHOENHOLZz, 
California & West. Med., 1929, xxx, 395. 

The prophylaxis of bilharziasis in Egypt. A. A. Laziz. 
Presse méd., Par., 1929, xxxvii, 162. 

Fatal complications of dengue. P. ScoRuMPF-PIERRON. 
Presse méd., Par., 1929, xxxvii, 206. 

Complete and early consideration of the question of 
congenital lues. A contribution on political economy. P. E 
Herne. Zentralbl. f. Gynaek., 1929, p. 683. 

Report of a case of rat-bite fever. W. J. Rose. Bull. 
Buffalo Gen. Hosp., Buffalo, N. Y., 1929, vii, 20. 

Rat-bite fever from the bite of a pig. R. P. SMALLWoop. 
Brit. M. J., 1929, i, 1159. 

A case of icterohemorrhagic spirochetosis. DARGEIN 
and Bipeau. Bull. et mém. Soc. méd. d. hép. de Par., 1929, 
xlv, 403. 


391 


Ductless Glands 


The anatomical correlation of the endocrine glands. V. 
MOSKALENKO. Proc. 19th Russian Surg. Cong., Leningrad, 
1927. 

The endocrine factor in the function of defense- a 
— phenomenon. J. J. McNutrty. Internat. J. 

ed. & Surg., 1929, xlii, 294. 

The principles of the posterior lobe of the pituitary gland. 
W.B. Draper. Colorado Med., 1929, xxvi, 210. 

Studies of the endocrine glands. VII. An analysis of 500 
cases simulating endocrine disorders. C. H. LAWRENCE 
and A. W. Rowe. Endocrinology, 1929, xiii, 109. [356] 

Diseases of the glands of internal secretion: a study of the 
autopsy material from the Obuchow hospital in the period 
from 1890 to 1926. N. Soxotov. Russk. Klin., 1928, ix, 
729. 

Observations on the phosphorous content of the blood in 
certain endocrine and surgical conditions. S. NEKRASOV. 
Vestnik Chir., 1928, xiii, 50. 

Endemic cretinism, F. Quervatn. Lyon chir., 1929, 
Xxvi, 5. 

Hyposuprarenalism. M. G. PeTermMAN. Am. J. Dis. 
Child., 1929, xxxvii, 1239. 

Polyuria associated with pituitary dysfunction. FE. B. 
VERNEY. Lancet, 1929, ccxvi, 539. 356 

Macrosomia adiposa congenita. A new dysendocrine 
syndrome of familiar occurrence. T. CHRISTIANSEN. 
Endocrinology, 1929, xiii, 149. 35 

Endocrine disturbances among high school boys. I. 
Adiposodystrophia genitalis. S. SHaprro. Endocrinology, 
1920, xiii, 144. 

Froelich’s syndrome and the roentgen ray: some reflec- 
tions on a case of dystrophia adiposogenitalis. L. CERVERA 
and R. Torres-CarrERAS. Endocrinology, 1929, xiii, 181. 

A thymoma of lymphosarcoma type. E. E. Smrrn. 
Ann. Int. Med., 1929, ii, 1063. [357] 

Some experimental data on transplantation of endocrine 
glands. F. VatcKer. Proc. 19th Russian Surg. Cong., 
Leningrad, 1927. 

Extransplantation methods of studying the internal 
secretions. A, A. Krontowskt. Arch. f. exp. Zellforsch., 
1927, iv, 79. 


Surgical Pathology and Diagnosis 


An introduction to hematology. Ed. 4 of Pocket Atlas of 
Hematology. A. von Domarus. 1929: Leipzig, Thieme. 

The specific gravity of the blood: its clinical significance. 
D. Potowe. J. Lab. & Clin. Med., 1929, xiv, 811. 

The sedimentation of red blood cells. C. E. REYNER. 
J. Lab. & Clin. Med., 1929, xiv, 630. [357] 

The clinical significance of the qualitative changes in the 
leucocytes. W. GLoor. 1929: Leipzig, Thieme. 

The relation of chromatin to hemoglobin and bilirubin. 
H. H. Riecker. J. Exper. M., 1929, xlix, 937. 

The physiologic basis of surgery; why is an aseptic opera- 
tion followed by cicatrization? R. Lericue. Presse méd., 
Par., 1929, XXxxvii, 433. 

The sedimentation rate in surgical conditions: from the 
Obuchov hospital. G. Davypov. Vestnik Chir., 1928, xiii, 
185. 
The process of healing following electrical injury to vessel 
walls. R. H. Jarr£, D. and A. Bacnem. Zentralbl. 
f. allg. Path. u. path. Anat., 1929, xliv, 241. 

The velocity of the growth of fibroblasts in the healing 
wound, S.C. Harvey. Arch, Surg., 1929, xviii, 1227. [357] 

Seidenhelm’s reaction as the criterion of the course of 
purulent infections. E. Gusev. Vestnik Chir., 1928, xiii, 
207. 


392 


A statistical contribution on the value of the tuberculin 
test in surgery. E. Metzner. Beitr. z. klin. Chir., 1928, 
cxliv, 621. 35 

The intradermal test in hydatid disease: a critical 
analysis of its results. K. D, Farrtey. Med. J. Australia, 
1920, i, 472. 

The nature and clinical significance of the Davis re- 
action. P. Braun. Z. Usovers. Vrat., 1928, iii, 140. 


Experimental Surgery 


Discussion on monkeys and human disease. R. I. 
Pocock, R. Lovet, E. Hinpie, J. G. Toomson, T. W. M. 
CaMERON, V. B. WiGGLESwortH, and A. E. HAMERTON. 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 819. [358] 

The effect of some antiseptics on tissues i vitro. W. J. 
GerMAN. Arch. Surg., 1929, xviii, 1920. [360] 

An experimental study of the influence of transplantation 
of dead bone on tetany and spasmophilia. I. Srear. 
Vestnik Chir., 1928, xiii, 42. 


INTERNATIONAL ABSTRACT OF SURGERY 


Intracranial tumors in tissue culture. F. E. Krepet. 
Arch. Surg., 1929, xviii, 2008. [361] 
Total extirpation of the dog’s liver in one stage. W. M. 
Frror and E. Stinson, Jr. Bull. Johns Hopkins Hosp., 
Balt., 1929, xliv, 138. [361] 


Hospitals: Medical Education and History 


Some reflections upon the need for a department of 
clinical physiology. L. W. Barren. Lancet, 1929, ccxvi, 
1237. 

The University of Wisconsin Medical School: a retro- 
spect. B. CLarK, Jr. Arch. Surg., 1929, xviii, 1842. 

Microcinematography in medical research. H. RosEN- 
BERGER. J. Dental Res., 1929, ix, 343. 

The lure of medical history—the story of digitalis. W. 
Dock. California & West. Med., 1929, xxx, 416. 

Robert W. Smith’s description of generalized neuro- 
fibromatosis (1849). J. F. Futton. N. England J. Med., 
1929, CC, 1315. 


